Perceived Quality of Life Among Renal Transplant Recipients. by Kamran, Fatima.
PERCEIVED QUALITY OF LIFE AMONG RENAL 
TRANSPLANT RECIPIENTS
By
Fatima Kamran 
A Dissertation Submitted to the Psychology Department
For the degree 
Of
Doctor of Philosophy
University of Surrey, U.K 
December 2012
ProQuest Number: 27598808
All rights reserved
INFORMATION TO ALL USERS 
The quality of this reproduction is dependent upon the quality of the copy submitted.
In the unlikely event that the author did not send a com p le te  manuscript 
and there are missing pages, these will be noted. Also, if material had to be removed,
a note will indicate the deletion.
uest
ProQuest 27598808
Published by ProQuest LLO (2019). Copyright of the Dissertation is held by the Author.
All rights reserved.
This work is protected against unauthorized copying under Title 17, United States C ode
Microform Edition © ProQuest LLO.
ProQuest LLO.
789 East Eisenhower Parkway 
P.Q. Box 1346 
Ann Arbor, Ml 48106- 1346
Statement of originality 
"This thesis and the work to which it refers are the results of my own efforts. Any 
ideas, data, images or text resulting from the work of others (whether published or 
unpublished) are fully identified as such within the work and attributed to their 
originator in the text, bibliography or in footnotes. This thesis has not been submitted 
in whole or in part for any other academic degree or professional qualification. I agree 
that the University has the right to submit my work to the plagiarism detection service 
Tumitin UK for originality checks. Whether or not drafts have been so-assessed, the 
University reserves the right to require an electronic version of the final document (as 
submitted) for assessment as above."
Fatima Kamran
Acknowledgements 
Thanks to Allah, the Almighty for blessing me with this achievement. I wish to 
express a sincere appreciation to the University of Punjab, Lahore, specially the 
worthy V.C Prof. Dr. Mujahid Kamran for awarding a scholarship and making this 
dream come true. It couldn’t be possible without the constant support of my teachers 
and mentors; Prof. Dr. Najma Najam, Prof. Dr. Rukhsana Kausar and Dr. Naumana 
Amjad.
I am short of words to express my gratitude to my learned and exceptional 
supervisor Prof. Dr. Chris Fife-Schaw, who made this tough journey manageable with 
extra ordinary patience, support and enlightening supervision. I feel honored and 
lucky to be his research student, and owe all my knowledge of research to him.
I am grateful to my esteemed co-supervisor Prof. Dr. Jane Ogden for her vast 
reserve of knowledge and friendly supervision that made it a thorough learning 
experience with minimum stress. I am thankful to Prof. Dr. Sara Hampson for 
accepting me as a research student at University of Surrey and offering me 
supervision. She has been very kind and encouraging and helped me settle well during 
her short course of supervision.
This thesis would never have been completed without the encouragement and 
devotion of my family, particularly my mother Prof. Dur-e-Anjum Arif, my brothers 
Ahmad Arifeen, for handling and resolving every issue during my PhD and Ahmad 
Tashfeen for his encouragement. I am grateful to my husband Kamran Ejaz for 
making it possible to achieve my desired goal. My PhD wouldn’t be possible without 
my youngest & exceptional brother Ahmad Mursaleen Arif, for providing me all the 
comforts during my stay and study in a comfortable and leisurely home atmosphere in 
the UK. I am thankful to Naureen Mursaleen, my beloved bhabi,for her motherly love
11
and making it a memorable experience with her care and exceptional support and my 
bhabi Dr. Fatima Arifeen who has always been there for me. I would like to mention 
my good luck charm Aleesha Mursaleen Arif who has been a blessing and a source of 
refreshment and relaxation during my studies. I thank my lovely nieces Minhal Dur-e- 
Sameen and Anna Mursaleen Arif and my nephews Nosherwaan, Kevaan, Daniyaal, 
Roshan & Rayaan for their priceless love.
I must acknowledge the efforts of Mr. Naeem-ul-Haq for materializing the 
scholarship award and Mr. Shahbaz ishaq for helping out with data collection.
I owe a special thanks to Prof. Dr. Nawaz Chughtai (Renal Transplant 
Surgeon), Dr. Shahid Mehmud and the staff at Royal Laboratories for their help in 
data collection. I am lucky to have students like Sana Awais, and Saiba Ahmad who 
helped me with data entry. I feel lucky and thank all my students for their constant 
support and best wishes.
Through this journey of ups and downs, my best friends Cyma Salman & Abeer 
Alkehshanam have always helped me out of stress and difficult times which enabled 
me to get back on the track.
I find myself lucky to be a part of the Surrey community where everyone is there to 
help you, so a special thanks to everyone and specially Mrs. Julia King who has 
always readily helped me with almost every issue.
Fatima Kamran
111
Dedicated to my beloved parents
Mohammad Arif Chaudhry (Late) & Prof. Dur-e-Anjum Arif
&
My beloved children
Sheharyaar & Eshal Kamran
IV
Abstract
This three wave longitudinal study investigated perceived quality of life (QoL) among 
renal transplant recipients (RTRs) with healthy graft functioning across 15 months in 
Pakistan. The contribution of demographic, clinical and psychosocial factors in 
influencing QoL as a subjective construct was measured using QoL index-kidney 
transplant version. The four domains of QoL included; health functioning, family life, 
psychological and spiritual well-being and social/economic conditions. Most RTRs 
were moderately satisfied with their QoL. Being younger, male, married, in work and 
financially stable was related to higher levels of QoL satisfaction. The clinical factors 
including renal functions, and general health indicators neither influenced QoL nor 
any significant associations or causal relationships were found. Psychosocial variables 
included; depression levels, life orientation (optimism), perceived health status (PHS) 
and conscientiousness. Significant correlations among depression, PHS and life 
orientation and QoL were found except conscientiousness which was neither 
associated with QoL nor compliance as indicated by cyclosporine levels. A cross 
lagged correlation design (CLC) showed a lack of causal priority among depression, 
PHS, conscientiousness and QoL. However, a predominant causal flow was found 
among QoL and life orientation, reflecting that recipients with increased QoL 
satisfaction tend to be more optimistic. A qualitative study was included to support 
the quantitative data and compared recipients with highest and lowest scores on QoL 
index, who described their experiences of health and over all life pre-and post 
transplant. The themes included; individual differences in the impact of transplant on 
relationships with significant others, (family, work and social life) self-identity, social 
comparisons, perceptions of health care and medical professionals, adjustment, 
acceptance and coping with a transplant. The recipients with a positive perception in
these aspects tend to be more satisfied with QoL. Some interesting conceptual issues 
regarding an overlap among QoL and psychosocial variables, questioned if these are 
distinct constructs.
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CHAPTER: 1 
Introduction
The present research explores how renal transplantation is experienced and perceived by 
renal transplant recipients (RTRs). This longitudinal study investigates the contribution of 
clinical, demographic and psychosocial factors in influencing satisfaction with quality of life 
(QoL) of the recipients. QoL is a concept that has been extensively studied and has been defined 
in macro (societal, objective) and micro (individual, subjective) terms (Rosenberg 1992;
Bowling 1995a; 1995b; 1996; Bowling and Windsor 2001). Subjective QoL includes the 
individual’s perceptions and feelings about their overall living conditions, health and social 
status and objective socioeconomic status, environmental conditions, access to amenities etc 
(Brown, Bowling and Flynn, 2004). In this study, subjective QoL has been evaluated by 
measuring reports of satisfaction with, and the relative importance of, four major domains of 
life; health functioning, social & economic conditions, family life and psychological wellbeing. 
This three-wave longitudinal study was carried out to identify individual differences as well as 
intra-individual changes among renal transplant recipients over a period of 15 months. The study 
attempts to explore causal relationships among psychological, socio-demographic and medical 
factors and QoL. Examining the causal directions can clarify if perceived QoL is a result of 
psychosocial and clinical variables such as health status, or vice versa.
The Wilson and Cleary’s (1995) model for ‘health-related QoL’ was used to guide the 
study. Biological/ clinical factors (serum creatinine, blood urea, uric acid, hemoglobin, 
cholesterol and sugar levels), symptoms (immunosuppressant side effects, and depression), 
functional status, general health perception, characteristics of the individual (age, gender.
conscientiousness as personality trait, optimism), and characteristics of the environment (time 
since transplantation, marital status, employment status, and financial conditions) were examined 
to determine their potential impact on overall QoL. An attempt is made to explore associations 
and causal relationships among psychological, sociodemographic and clinical (transplant-related) 
factors and their impact on overall QoL to determine causal priorities among these variables.
This can help to understand whether perceived QoL is a result of psychosocial and clinical 
variables or vice versa.
This study was carried out in Pakistan because so far, there is no research on 
psychosocial issues or the QoL of RTRs. Although Pakistan is one of the countries with a high 
rate of renal transplants conducted every year. According to a recent report, Sindh Institute of 
Urology and Transplantation (SIUT) has become the largest Centre of South Asia conducting the 
highest number of kidney transplantations in the world. The SIUT started the kidney 
transplantation program in 1986 and has performed over 2000 kidney transplants to date (Aksari, 
2008).
The recipients were asked to report their satisfaction with these four domains of QoL after 
having a renal transplant. Although a number of psychological constructs pervade the life after 
transplant, e.g. anxiety, stress, compliance etc. However, only a limited number of variables 
could be included in this longitudinal study due to practicality issues of measurement. The 
psychosocial factors included; depression levels, life orientation (optimism), perceived health 
status (PHS) and conscientiousness.
Affective disorders, especially anxiety and depression, are among the most common 
ailments seen in medical practice. Both may affect the transplant consequences adversely. 
However, the present longitudinal study included assessment of recipients’ depression levels
instead of anxiety not because depression is more devastating than anxiety, in fact, there is 
mixed evidence about the impact of each of these psychological problems following transplant. 
The decision was primarily made on practical grounds that considered inclusion of one of these 
two main psychological issues desirable whilst not overburdening the participants with too many 
measures. Depression was included because the 21 aspects of depression as measured by B.D.I 
II, seemed to encompass most of the physiological, social and psychological aspects that 
appeared relevant to the transplant population as compared to anxiety which mainly includes 
stress and physiological indicators which is not a marked feature after transplantation. Although, 
recipients may experience anxiety about uncertainty about graft survival and functioning and fear 
of losing the transplanted kidney, but depression has been linked more with deterioration and 
morbidity after renal transplantation as compared to anxiety.
Depression is considered to double the risk of graft rejection among RTRs and is 
associated with poor QoL. To find the occurrence of depression and how it influences QoL 
satisfaction, this affective condition was studied. Moreover, there is limited evidence clarifying 
the conceptual relationship between depression and (QoL). An attempt is made to clarify the 
conceptual status of QoL and depression that appear to be overlapping constructs and find if any 
causal relationships exist among them.
The five-factor model of personality is an appropriate framework for examining 
personality traits among cohorts of patients with both chronic medical and psychiatric disorders 
(Christensen, Ehlers, Wiebe, Moran, and, Raichle, et al 2002). The most salient personality traits 
in behavioral medicine and health psychology research have been neuroticism and 
conscientiousness. Conscientiousness was measured as a trait of personality potentially 
influencing compliant behavior which is considered to be linked with health promoting
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behaviors, e.g. compliance, exercise, self-care, essential for the success and longevity of 
transplant. Neuroticism could have been included to reflect the RTRs vulnerable to experience 
feelings of anxiety, anger, envy, guilt, and depressed mood (Matthews and Deary 1998). The 
main reasons to choose conscientiousness were; 1) it was expected that the conscientious 
recipients would adhere to medical advice better than the non-conscientious and 2) while it 
would have been desirable to include all aspects of personality covered by the Big 5 practical 
constraints on Participants’ time. It was practically not possible to include all scales, so a choice 
of one had to be made. This was the most likely on a priori grounds to be related to well-being 
since the less conscientious will presumably not follow advice and do worse. Therefore, for 
practical issues of conducting a limited number of assessment measures, all five personality traits 
could not be included.
The impact of life orientation on QoL satisfaction was determined to analyze the extent 
of positive influence of optimistic attitude leading to a more satisfied QoL. Perceived health 
status is the main indicator of QoL satisfaction. The study assessed recipients’ perceived health 
status to evaluate the efficacy of renal transplantation as a treatment modality as well as its 
impact of reports of satisfaction with QoL and wellbeing.
II
1.1 Chronic Renal Failure & Renal Transplantation
End-stage renal disease (E.S.R.D) is the name for chronic kidney failure, which refers to 
irreversible damage of the kidneys over a period of time, to an extent that it becomes life 
threatening and, if not treated in time, can cause death. The two most common causes of kidney 
disease are diabetes and high blood pressure. Researchers are still studying how protein in the 
diet and cholesterol levels in the blood affect kidney function (National Institute of Diabetes, 
Digestive and Kidney Diseases, 2009). People with a family history of any kind of kidney 
problem are also at risk for kidney disease (National Kidney Foundation, Kidney Disease Quality 
Outcomes 2010). People in the early stages usually do not feel sick at all but at later stages, 
experience and report symptoms including the need to urinate more often or less often, feeling 
tired, loss of appetite or experience nausea and vomiting, swelling in their hands or feet, feel 
itchy or numb, drowsiness or problems in concentration, darkened skin and muscle cramps 
(Pemeger, Whelton, and Klag, 1994). Serious health problems occur when people have less than 
25 percent of their kidney function. When kidney function drops below 10 to 15 percent, a 
person needs some form of renal replacement therapy—either a blood-cleansing treatment called 
dialysis or a kidney transplant—to sustain life (National Kidney Foundation, Kidney Disease 
Quality Outcomes 2010).
1.2 Cognitive Consequences of End Stage Renal Failure
End-stage renal disease (ESRD) and less advanced stages of chronic kidney disease 
(CKD) are associated with cognitive impairment (Madero, Gul, & Samak, 2008). Previous 
studies have reported an association of Chronic Kindey Disease (CKD) with general cognitive 
function, incident dementia and functioning cognitive abilities related to verbal learning, visual 
attention, mental flexibility and executive functioning (Kurella, Chertow & Luan et al 2004;
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Hailpem, Melamed & Cohen et al 2007). One possible mechanism for this association between 
decreased kidney function and increased cognitive deficit are explained and attributed to 
cardiovascular changes. The brain and kidney both organs are affected by the cardiovascular 
systems, such as blood pressure and hypertension. This explains that changes in one organ might 
be linked with changes in the other (However, this decline in cognitive functioning is not 
reported among recipients after transplantation, suggesting a reversible pattern of cognitive 
deficits. It can be explained considering recovery of renal functions that also improves cardiac 
functions, e.g. secondary blood pressure associated with kidney failure does not persist after 
transplantation ( Davey, Elias, Robbins, Seliger, & Dore 2012).
1.3 Outcomes o f Renal Transplantation
a) Medical Consequences
Kidney transplantation involves surgically attaching a functioning kidney, or graft, from 
a brain-dead organ donor (a cadaver transplant) or from a living donor to a patient with ESRD. 
Living donors may be related or unrelated to the patient, but a related donor has a better chance 
of having a kidney that is a stronger biological match for the patient (Cameron 1999). It 
Transplantation is considered as the only treatment that restores reasonably normal kidney 
function and health (Wallace, 1998). There is unanimous agreement that transplantation 
improves overall QoL and survival compared with dialysis, and so it is the treatment of choice 
for patients of kidney failure (Wolfe, Ashby, Milford, et al. 1999). Overall, RTRs have a 68% 
lower risk of death compared with patients on dialysis (Laupacis, Keown, Pus, Krueger, 
Ferguson, Wong, & Muirhead 1996). In subgroup analyses of broad patient categories (including 
sex, cause of renal failure and diabetic status, patients in all categories were found to have 
benefited from transplantation (Rabbat, Thorpe, Russell, & Churchill 2000).
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Although renal transplantation improves physical functioning and overall health, it has 
some potential drawbacks, including constant risk of rejection, mandatory medication 
compliance causing adverse side effects, and regular and lifelong medical supervision. These 
drawbacks are also stressors for recipients (Fallon, Gould, & Wainwright, 1997) such as; graft 
rejection, risk of infection, repeated hospitalizations, and changes in body appearance (Fallon et 
al., 1997; Kong & Molassiotis, 1999) and affect the psychological well-being of recipients.
Many studies reported frequent potential risks that cause stress, include; graft rejection, 
infection, cardiovascular problems, high risk of cancers, hypertension, and steroid-induced 
complications (Harasyko, 1989). Among them, rejection is the main complication that causes 
graft failure. To prevent and control graft rejection, immunosuppressive therapy is used after 
transplantation. Immunosuppressive medications have many side effects, e.g. high blood 
pressure, facial and body changes, increased appetite, hair growth, bone pain, muscular 
weakness, depression, anxiety, irritability, sexual dysfunction, and personality changes are 
common side effects (Duborsky & Penn, 1980; Matas, 2002). These side effects not only impact 
patients’ health and functioning but their overall QoL.
Even though, it has a number of potential risks, but still it is best suited as a renal 
replacement therapy for E.S.R.D patients who have no physical or psychological 
contraindications (Jacobs & Luciani, 1992). A successful transplant restores a healthier state and 
closer to a normal daily life. In the case of unsuccessful transplants, the patient either returns to 
dialysis or has a second transplant (Wallace, 1998). Advances in medical techniques and 
immunosuppressive medication have improved and increased patient survival rates. According to 
the Annual Report of the Organ Procurement and Transplantation Network (2003), the one year 
patient/graft survival rate in the US was 94.0%/88.4%, the three year patient/graft survival rate
14
was 88.4%/78.5%, and the five year patient/graft survival rate was 79.9%/63.3%. Transplant 
recipients must take immunosuppressive drugs the rest of their lives to avoid rejection of 
transplanted kidney, but these medications involve the risk of many side effects, including 
infection, heart disease and cancers (Leventhal, 2008). Since the first successful kidney 
transplantation in the early 1950s, immunosuppressive therapies improved considerably, the 
most revolutionary development being the introduction of cyclosporine in the early 1980s.
The introduction of new immunosuppressive agents (such as tacrolimus & sirolimus) has 
fiirther increased the therapeutic options for immunosuppressive combination therapies in 
recipients. These provide better physiological functioning due to lesser side effects, which were 
unavoidable with the classic immunosuppressants like cyclosporine (Fiebiger, Mitterbauer, and 
Oberbauer 2004). New immunosuppressant drugs with less severe side effects increase the 
likelihood that a transplanted kidney will survive and function properly. In the future; scientists 
may even develop an artificial kidney for implantation (National Institute of Diabetes and 
Digestive and Kidney Diseases). A breakthrough in transplantation is the use of stem cells that is 
a process that begins about one month before the kidney transplant, when stem cells are collected 
fi’om the kidney donor and one day following the transplant surgery, the donor stem cells are 
infused into the transplant recipient. By transplanting stem cells fi-om the kidney donor into the 
recipient, it is hoped that the stem cells will mature in the recipient’s body and work to prevent 
rejection of the new organ, thus allowing the immune system to accept the organ as its own.
Stem cell studies seek to wean non-related transplant recipients from anti-rejection drugs and get 
rid of their serious side effects including infection, heart disease and cancer. A unique study 
carried out at North Western Memorial Hospital and North Western University’s Feinberg 
School of Medicine tested for the first time the protocol on non-related living donor kidney pairs.
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This involves transplanting stem cells from the kidney donor into the recipient one day following 
the organ transplant surgery. Clinical trials are still going on investigating the efficacy of a stem 
cell transplant after organ transplant. High success rates are expected from this development in 
future.
b) Psychological Consequences
Transplantation is a highly successful treatment modality, but it is not a cure. Although 
recipients do not return to pre-kidney failure levels, but their life is changed both positively and 
negatively (Fallon, Gould and Wainwright, 1997). It is a physical experience that affects the 
recipients’ health status and psychological well-being. QoL and psychological responses to 
transplantation are the potential outcomes assessed after organ transplantation (Goetzmanna, 
Saraca, Ambühlb, Boehlerb, Iranib et al.2008). The main aim of renal transplantation is 
improved physical health that enables the recipient to resume a life closer to normal. It is 
suggested that physical fitness is associated with another essential component e.g. psychosocial 
well being, highlighting the need to investigate not merely physical functioning or health status 
but also the environmental and personal aspects of an individual’s life. This makes mental health 
support an integral part of post-transplant care because emotional disturbance can be a serious 
complication despite successful renal transplantation, particularly in younger recipients 
(Akinlolu, Hanson, Wolfe, Leichtman, Agodoa and Friedrich, 2000). Research has explored the 
association between transplant and a number of psychological factors at three phases namely pre, 
immediately post and longer term post transplant. This research will now be explored,
i. The Pre transplant Phase: The diagnosis of kidney failure comes as a shocking reality 
that appears unbelievable at first to the recipient as well as the family. They experience
16
mixed feelings of despair, fear, loss, anger and apprehension about affordability and 
chances of treatment and survival (Leung, 2003).
The goals of the pre transplant psychological evaluation are to identify potential risk 
factors (i.e., substance abuse, compliance issues, and serious psychopathology) that may 
result in increased risk of postoperative noncompliance and morbidity (Bryant & Reams, 
1998) and to provide information to inform treatment planning for those individuals 
identified as high risk (Craven & Rodin, 1992; Dew et al., 2000). The pre-transplant 
phase, which involves formal medical evaluation, assessing eligibility of the patient to 
undergo transplantation, marks the beginning of the process towards restoration of health. 
Patients tend to be preoccupied with many worries and concerns about the prospects of 
transplantation. Most patients and their families undergo the initial medical evaluation 
for transplant candidacy with a mixture of conflicting feelings, distress, and ambivalence, 
including; Hopes of having a healthy future and normal life style, combined with fear 
about the risks of surgery and apprehensions about the possibility of kidney rejection.
The importance of psychological evaluation of patients under consideration for transplant 
is widely endorsed (Olbrisch, Benedict, Ashe, and Levenson, 2002). Comprehensive 
screening of potential transplant recipients is best accomplished within the framework of 
a multidisciplinary team approach (Bryant & Reams, 1998; Levenson, & Olbrisch, 1993) 
designed to ensure that patients and their families gain a complete understanding of the 
transplant process and to provide continuity of care (Freeman, Davis, Libb, and Craven, 
1992).
Psychosocial assessment of transplant candidates also provides a description of 
neuropsychiatrie and cognitive functioning addressing the psychological needs in patient
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care (Klapheke, 1999). Although psychosocial evaluations may be used as a means to 
select or prioritize candidates (Craven & Rodin, 1992), this is not usual practice (Olbrisch 
&Levenson, 1995). Even in Pakistan, this protocol is not followed.
There is considerable debate about whether psychosocial factors, other than extreme 
noncompliance, should be considered as absolute exclusion criteria. Although it has been 
argued that transplant evaluations require assessment of psychiatric, psychological, and 
social factors (Freeman et al., 1992), but the methods and criteria for psychological 
assessment varies largely. Most programs use clinical interviews by mental health 
professionals to gather detailed information about various domains of the patient’s 
background and functioning (Levenson & Olbrisch, 2000; Olbrisch & Levenson, 1991).
ii. The Transplant Experience Individuals with kidney failure prefer kidney
transplantation to dialysis expecting a more active and normal life style after transplant 
(Muehrer and Becker 2005). The experience of loss and regain of a vital body organ is 
not a purely physical or medical phenomena but it affects the recipient’s perceptions, 
personality, life style and priorities. The surgical procedure of transplant may he the same 
for all recipients but how renal transplantation is experienced by each patient is 
determined by a number of sociodemographic, clinical and psychological factors. 
Therefore, it is impossible to predict or generalize life after the kidney transplant (Siegal, 
1995). The way transplant experience is perceived and dealt with, depends on 
psychological variables resulting in different and varying psychological consequences. 
Coping with these new challenges involves self-efficacy, referring to a belief in their 
ability to successfully perform a future task or specific behavior, is a significant predictor 
of psychological wellbeing (Bandura 1994). A lack of self-efficacy may result in
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noncompliance and giving up health promoting behaviors which are essential to their 
physical functioning and psychological wellbeing (Bourbeau, Nault, & Dang-Tan, 2004). 
If recipients are unable to engage in these behaviors, they may experience feelings of 
depression, distress over symptoms and increased stress (Tsay & Healstead 2002).
iii. Psychosocial Issues Post Transplant: Transplantation brings about numerous changes 
in the physical and psychological well-being of the recipient. The recipient is affected as 
a totality by the kidney transplant, as well as the recipient's primary social groups, family, 
peers and work place colleagues. There are changes in their body, mind and behavior.
The initial phase involves excitement on regaining health, appetite, sleep, unrestricted 
fluid intake and freedom from the painful experience of dialysis (Siegal 1995). The 
psychological response to transplantation reflects the subtle and complex cognitive, 
emotional and behavioral process after transplantation (Goetzmann, Saraca, Amhuhlb, 
Boehlerh, Iranib, et al., 2008). There may be a combination of positive and negative 
impact of transplantation depending on a variety of mediating factors which can be 
psychosocial and clinical in nature. They enjoy freedom from dialysis dependence, 
dietary restriction and loss of workdays due to regular dialysis (Pawar, Rathod, 
Chaudhury, Saxena, Saldanha et al., 2006). Sometimes recipients may overestimate the 
benefits of a successful kidney transplant, both in terms of predictions of life after 
treatment, and in their perceptions of QoL before the transplant (Smith, Loewenstein, 
Jepson, Jankovich, Feldman, & Uhel 2008).
The psychological acceptance of the transplanted organ is as important as the physical 
one, for the success of transplantation. RTRs with more psychological acceptance
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without any preoccupation of donor associated guilt have better physical and 
psychological recovery (Goetzmann 2009). The recipient and their primary groups react 
both positively, and negatively, to the renal transplant. RTRs may feel happiness, 
gratitude and hopefulness but at the same time there can be feelings of guilt for depriving 
an individual of his or her body organ in case of a living donor (Siegal, 1995). Although 
transplantation increases the quality and quantity of life, a number of individual and 
family-related psychological and social problems also surface during the recovery 
process (Maloney & Clay 2005; Rodrigue, Greene, & Boggs 1994).
Psychiatric symptoms, such as anxiety and depression, can be a consequence of 
transplantation, associated with poorer QoL (Franke, Heemann, & Kohnle 2000). The 
prevalence of psychiatric disorders, such as anxiety and depression, are somewhat higher 
after kidney transplantation. It is reported that about 50% of RTRs suffered from anxiety 
and 25%, from depression after transplantation (Arapaslan, Soykan, & Soykan, et al.
2004). Among RTRs, depression doubles the risk of kidney failure, return to dialysis 
therapy, and death (Dobbels, Skeans, & Snyder 2008). Since depression and anxiety 
after kidney transplantation are associated with poor clinical outcomes so screening of 
vulnérable recipients is essential for referral to specialized mental health services. Noohi 
et al. (2007) suggested that appropriate treatment of psychiatric co morbidities may 
improve various aspects of patient well-being, including QoL, sleep, marital relations, 
and sexual relationship (Noohi, Khaghani-Zadeh, & Javadipour, et al 2007). These issues 
need to he dealt with individually by recipients who return to life with a much better 
health and functioning status and re-construct their evaluations of themselves and their 
QoL.
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Although immunosuppressants can decrease the number of graft rejection events, the 
transplantation does not eliminate health-related stress and thus, fear of rejection is the 
major psychological stressor (Lindqvist, Carlsson, & Sjoden 2004; Niu & Li 2005). 
Rejection implies a series of disastrous outcomes, including a decline in graft function, a 
return to dialysis therapy and repeated hospitalizations. These negative outcomes affect 
not only recipients’ physical and psychological health but also their work and financial 
status.
Serum creatinine level is the main indicator of graft functioning, and maintenance of 
normal creatinine level is a major concern and cause of stress with other clinical analyses 
(Chang & Tzou 2001, National Kidney Foundation ROC 2008). Time since 
transplantation was also found to have a significant correlation with stress. During the 
first year of renal transplantation, the incidence of rejection drops to 20%. Nevertheless, 
regardless of the time since transplantation, patients continue to feel a great deal of stress 
over the possibility of rejection .Other significant stressors included compliance with 
medication, followed by fear of infection (Hayward, Kish, & Frey et al. 1989; Kong & 
Molassiotis 1999). The role of gender in transplant outcomes is also explored by 
researchers. Lin and Yang (2007) conducted a cross-sectional survey of the symptoms of 
kidney transplant recipients. The results showed that there were significant gender 
differences in physical symptom experience with females reporting more physical 
symptoms than males. No significant differences, however, were observed in terms of 
marital status, post transplant time, age or educational level in relation to symptom 
experience. Additionally, across several countries, demographic factors were not found to
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correlate significantly with stress (Fallon et al. 1997; Kong & Molassiotis 1999; Achille, 
Ouellette, & Fournier et al. 2006).
Research indicates that psychiatric problems and stress in RTRs negatively influence 
their QoL and recovery process. It is reported that perception of a better QoL correlates 
with less perception of depression and illness effects and with perception of greater social 
support and satisfaction with life. Perception of QoL did not correlate with age, time 
since transplantation, creatinine, hemoglobin or albumin levels (Shah, Ananth, & Sohal 
(2006). Many factors, such as health belief systems (Radecki & Jaccard, 1997), 
confinement to intensive care (, self-concept and body-image, socio-economic factors, 
self-efficacy and family structure, contribute to the successful outcome of a renal 
transplant. Enhancing self-care behavior can lower stress among RTRs (Burke, 2008; 
Chen, Weng and Lee 2009). The effects of clinical factors (side effects of 
immunosuppressive medications, transplant-related hospitalizations, donor type, duration 
of dialysis before transplantation and time post-transplant) on cognitive appraisal of 
health, perceived self-efficacy, perceived social support, coping and QoL after renal 
transplantation were examined. The results indicated that RTRs reporting more 
medication side effects appraised their health more negatively used more disengagement 
coping, had lower degrees of perceived self-efficacy, and reported lower physical and 
psychological well-being than those with fewer symptoms. Additionally they found that 
RTRs with less than one year post-transplant used more engagement coping, reported 
higher degrees of perceived self-efficacy and perceived social support than recipients in 
the later period post-transplant The findings reflect that time since transplant also 
influences recipients perception of health status, psychological well being and coping
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styles(Liu, Feurer, Dwyer, Shaffer, and Pinson. 2009). Transplant outcomes depend on 
medication adherence that is associated with psychological variables, such as coping style 
and perceived autonomy in the management of treatment (Gremigni, Bacchi, & Turrini, 
et al, 2007). Transplantation may provide full physical rehabilitation despite various side 
effects of immunosuppressant drugs and the need for frequent clinic attendance to 
monitor health status. Furthermore, transplantation may alter the psychological situation 
(e.g. body image) and influence QoL (Overbeck, Bartels, & Decker, et al 2005). Physical 
changes can be stressful and recipients may feel anxious and/or depressed. A change in 
body appearance may cause recipients to become self-conscious, to experience a decrease 
in self esteem, not to adhere to their medication regimen and to compromise their quality 
of life (Achille et al. 2006). Body appearance changes also can interfere with a patient’s 
interpersonal relationships and cause social isolation (Fallon et al. 1997). Rosenberger et 
al. (2005) found that recipients could develop such conditions as weight gain, facial 
changes, leg edemas and hair loss. Juneau (1995) found that cyclosporine can induce 
hand tremors, gingival swelling and increased hair growth. The extent to which these 
physical stressors influence perceptions, attitudes, health beliefs and locus of control after 
transplant needs to he studied qualitatively and more longitudinal studies are required to 
determine their impact on modifying health outcomes over time.
Psychosocial Adjustment: Living with a transplant The post-transplant life resembles 
a new chronic condition, marked with uncertainty about the future and has an impact on 
life adaptation (Younossi, McCormick, & Boparai 2002). Although recipients develop 
coping skills to meet the challenges of self-care, they still fear the loss of the new organ 
and a possible return to dialysis therapy (Landreneau, Lee, & Landreneau,2010). Despite
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marked improvement in physical health, they need to accept, adjust and cope with a 
chronic condition even after successful transplantation (Fallon et ah, 1997). Health 
outcomes of renal transplant vary greatly due to different environmental or psychological 
influences. For example, individual differences in personality, attitudes and life 
orientations, family interactions and relationships, social functioning, financial issues can 
modify perceived QoL. For example, locus of control is considered as a mediating factor, 
as it is argued that a person’s reaction to the environment often depends on the perception 
of control over environment (Wallston, Maides, & Wallston, 1976). ). Individuals differ 
with regard to that which they believe could he the consequence of their own behavior 
(internal locus of control) and that which may be the result of luck, fate or other external 
factors (external locus of control). As a mediating factor, locus of control plays an 
important role in the mind/body link and many studies have pointed out the relationship 
between locus of control and health-related variables (Burke, 2008)).
Research in psychoneuroimmunology has shown that multiple psychological factors, 
such as stress, anxiety, depression and hopelessness can alter immune functioning, which 
alludes to the potential effects of these factors in organ and tissue transplants. Burke 
(2008) aimed to determine whether psychological factors contribute to the rejection, or 
acceptance, of a transplanted kidney and concluded that various psychological factors, 
such as anxiety, hopelessness and locus of control may have a direct, or indirect, effect on 
the recovery process. Despite recent advancements in immunosuppressant medication, 
rejection remains a distinct possibility which may occur at any time following the 
transplant (Racusen & Haas, 2006). The patient therefore, despite the initial success of 
the transplant, has to live with the constant anxiety that the graft may be rejected at any
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time. Many authors have pointed out (Fallon, Gould & Wainwright 1997; Frey, 1990) 
that the constant threat of rejection can be anxiety provoking for most transplant 
recipients. This anxiety needs to be managed well since anxiety has both psychological 
and physiological aspects (Kaplan, Sadock & Grebh, 1998). The link between 
psychological factors, particularly depression, and the development or progression of 
illness has been confirmed. Burke (2008) states that, although there appears to be a 
connection between stress and depressive symptoms, other psychosocial factors including 
low self-esteem, lack of social support, loss of sense of self-control and feelings of 
helplessness and hopelessness can also lead to depression. Studies have reported 
depression as a single significant predictor of a lower QoL that can be harmfiil for 
transplant outcomes. Although, the prevalence of depression is lower in transplant 
recipients than those on dialysis, however, one-fifth of transplant patients are still at high 
risk of clinically significant depression (Szeifert, Molnar, Ambrus, Koczy, Kovacs, 
Vamos, Keszei, Mucsi, and Novak 2010). Depressive symptoms are found to be an 
independent predictor of mortality in RTRs. A study showed that the prevalence of 
depression was 22%. Mortality was higher (21% versus 13%; p = .004) in patients with 
versus without depression (Novak, Molnar, Szeifert, Kovacs, Vamos, Zoller, Keszei, and 
Mucsi 2010). Such risk factors need timely identification and management.
The above literature suggests that transplant teams need to incorporate management of 
psychological issues for their subjective well-being and a more satisfied overall QoL.
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c) Cultural Influences and Health Behaviors
Psychosocial influences include the cultural and religious factors that may affect health 
beliefs, attitudes and behaviors. Cultural dynamics and religious practices affect the 
acceptance, adjustment and coping styles of recipients after transplant. All cultures have 
systems of health beliefs to explain what causes illness, how it can be cured or treated, and 
who should be involved in the process. The extent to which patients perceive patient 
education as having cultural relevance for them can have a profound effect on their reception 
to information provided and their willingness to use it (Maloney 2005).
Cultural and religious orientations play a significant role in perceptions and life 
orientations of recipients. Religious identity plays a central role in many individuals’ attempts 
to make sense of their personal illness narrative (Mir & Sheikh 2010). In the Pakistani 
cultural context, a major focus of most patients involves a religious orientation, faith in God 
and observing religious practices as a means to recover from an illness and maintain health. 
There is no research specifically involving health beliefs of RTRs in Pakistan, but there is 
evidence of the impact of cultural norms and faith modifying health beliefs and coping styles 
of patients with chronic conditions. Pakistan’s socio-cultural history, social practices, 
religious beliefs and family systems differ in many ways fi*om rest of the world. Research on 
cancer patients suggest that these factors make the practice of oncology a challenge. It was 
found that the patients’ beliefs in myths e.g. illness can he caused by an evil eye or witch 
craft, spells casted on an individual by others who are jealous of him/ her. Other cultural and 
religious beliefs regarding illness and health involve disobedience to God, or indulgence in 
sins that results in severe illness as a punishment of God or bad wishes of those people who 
have suffered due to this person. These beliefs and concerns are unique and very common in
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the socio-cultural set up of Pakistan. If physicians are better aware of these factors, they may 
he ahle to handle patient related issues in a more effective way. (Kumar, Shaikh, Khalid, & 
Masood 2010).
It is also emphasized that there may be diversity within different faith groups and moving 
away from stereotypical views based on people's ethnicity or religion. Therefore, it is 
important to consider the beliefs and preferences of individuals. To investigate the role of 
religion and faith, the influence of (1) faith and religion, (2) perceived severity of the 
conditions, and (3) religious and community leaders among South-Asian and African- 
Caribhean communities towards termination of pregnancy for sickle cell disorders and 
thalassemia major was studied. It was found that the participants generally considered 
religion and faith as an important factor in the decision-making process, hut the perceived 
severity of the condition played a more important role. Religious and community leaders did 
not significantly influence the decision-making process, suggesting diversity within faith 
groups and individual perceptions for decision making (Ahmed, Atkin, Hewison &Green
2006).
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1.4 QoL after Renal Transplantation
QoL is an important issue in health outcomes, but there are a number of different 
definitions of QoL.. It is mostly defined as satisfaction/dissatisfaction and happiness/unhappiness 
(Farquhar, 1995) with ones’ present life. George and Bearon (1980) defined QoL with four 
dimensions. Two objective dimensions include; health and functional status, and socioeconomic 
status; and two subjective dimensions reflecting ones’ personal judgments include life 
satisfaction and self-esteem and related measures. Ferrans and Power (1985) defined QoL as a 
person’s perception or sense of well-being that stems fi*om satisfaction or dissatisfaction with the 
areas of life that are important to him or her. This model includes four domains: health and 
functioning, psychological / spiritual, socioeconomic, and family. Based on this concept, they 
developed the QoL index for a number of populations with chronic life conditions, kidney 
diseases and transplantation being one of these.
Renal transplants are the most common type of organ transplant with a high success rate 
in terms of graft survival and significant improvement in patients’ routine functioning. RTRs 
have better physical health and subjective QoL than patients of kidney failure maintained on 
haemodialysis, another common form of treatment (Aasebol et al., 2009). Most studies confirm 
that, QoL of transplanted patients during their clinical course has been better than those on 
dialysis( Anees, Barki, Masood, Ibrahim, & Mumtaz 2008). A study reported an 87.5% 
improvement in QoL of 316 patients transplanted between 2 and 8 years. Out of these, 41% rated 
their physical condition as good and 73% reported an excellent mental health (Bremer,
Mccauley, Wron, Johnnson, 1989).
In general, QoL post-transplant is superior to QoL pre-transplant and while on dialysis 
(Dew, Switzer, & Goycoolea et al 1997) and in comparison to dialysis patients, transplant
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recipients have a significantly higher QoL (Niu & Li, 2005). There are discrepancies and 
variations in reported QoL in a number of studies. While some studies (e.g. Franke et al., 2000) 
have found RTRs QoL to he comparable to healthy controls, others found that post-transplant 
QoL remains impaired compared to the general population (Lim Lim Kong & Molassiotis,
1999). Extensive research has been carried out investigating medical variables affecting graft 
functioning and survival but there is limited research ahout transplant outcomes which explore 
the contribution of psychological factors to the rejection, or acceptance, of a transplanted kidney 
(Bunzel & Laederach-Hofmann. 2000; Butler 2002). Post-transplant life involves multiple 
health issues experienced by the recipients and their families, including physical, psychological, 
and social functioning and overall well-being (Patrick, Chiang & Revicki, 2000). The new 
challenges after kidney transplantation include; living with the uncertainty and fear of organ 
rejection; the need to acquire new self-care skills such as recognizing the signs and symptoms of 
impending infection and rejection, and the need to comply with a complex regimen of 
immunosuppressive therapy which may generate distressing side-effects (Harasyko, 1989;
Hauser et al., 1991). Non-medical factors, such as psychological symptoms, are often over­
looked in transplant recipients; therefore, patient-reported QoL i.e. subjective QoL is a key factor 
in analyzing transplant efficacy. In fact, many recipients report being more concerned about their 
QoL than their longevity (Bravata, Olkin, Bamato et al., 1999).
A life threatening illness or an invasive medical procedure such as transplantation may 
exacerbate daily stress. This could occur through the emergence of stressful thoughts and 
emotions relating to the experience of transplant. Elevations in stress may lead emotional 
avoidance coping strategies. RTRs experience increased daily stress associated with functional 
limitations, financial concerns, strained interpersonal relationships and fear that their health will
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further deteriorate (Achille et al., 2004; Lim Lim Kong & Molassiotis, 1999). Recipients after 
kidney transplant were found to be significantly less depressed than dialysis patients (Akman, 
Ozdemir, Sezer, Micozkadioglu, & Haberal 2004) Since depression after kidney transplantation 
is a serious condition associated with poor clinical outcomes. It is important to study the 
occurrence of depression in this group. Depression screening is of crucial importance to 
determine which patients should be referred for specialized mental health treatment. Among 
RTRs, depression doubles the risk of kidney failure, return to dialysis therapy, and death 
(Dohhels 2008). Although transplantation can increase the quality and quantity of life, a number 
of individual and family-related psychological and social problems also surface during the 
recovery process (Maloney, Clay & Robinson 2005).
Organ transplantation in developing countries:
In developing countries, organ transplantation has become a commonly practiced procedure, 
particularly kidney transplantation, but there are many issues related to effective transplantation. 
There is a need to investigate and explore the sociocultural, economic, ethical, legal and 
technical factors involved in the process of transplantation and life post-transplant (Gabr, 1998). 
The main causes behind complications resulting in lower rates of graft survival and poor QoL in 
developing countries are summarized by Rizvi et al (2003) that include the following;
• Low literacy rate and poverty among the general population, where most population lives 
below the poverty line.
• Absence of a renal registry to generate data for policy formulation. Most estimates in the 
countries of the developing world are based on information derived from the few 
functional dialysis units that underestimate the serious issues prevalent in transplantation.
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• Absence of defined health policies and lack of implementation of guidelines hy the 
government.
• Lack of basic and essential medical infrastructure.
• Lack of adequately trained transplant professionals and staff
• Lack of research orientation and absence of updated research in health care.
Access to quality health care is limited to only the privileged class in these countries. The 
situation becomes worse due to the absence of vocational and psychological rehabilitation after 
transplant and transplant units with adequately trained and motivated staff, and the lack of 
appropriate health policies derived from renal registry data (Rizvi, S.A., Naqvi, & Hussainal et 
2003). In order to improve the quality of health care after transplant, the efforts should be 
directed to improvement of the socioeconomic and psychological factors in these countries.
The issues of identifying predictors of QoL are even more complicated in developing 
countries like Pakistan which has a high rate of kidney transplantation. According to a research 
report hy transplant professionals in Pakistan (Rizvi, Naqvi, Hussain, Hashmi, Akhtar et al., 
2003), there are cultural and societal constraints combined with poor economic conditions that 
affect transplantation adversely. Donor shortage and paid donation that comprises 50% of 
transplants are serious issues but post-transplant infections are a major problem causing graft 
loss that is difficult to control due to lack of hygiene and sanitation problems.
Since health care in developing countries suffers because of lack of adequate funding compared 
to developed nations (0.8 to 4% vs. 10 to 15%, respectively) most people cannot afford to have a 
transplant. In Pakistan, where 1/3 of the population is living helow the poverty line, with a poor 
literacy rate (58% males/29% females) it is difficult to expect high success rates in 
transplantation (Rizvi et al., 2003) Future research needs to highlight the situation in developing
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countries to identify factors influencing health outcomes after transplantation so that suitable 
interventions can be designed to minimize barriers and work on predictors of improved QoL 
after transplantation.
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1.4 Predictors of QoL among Transplant Recipients
This study aims to examine the contribution of clinical and psychosocial factors in influencing 
satisfaction with QoL after kidney transplant
1. Medical/ Clinical Predictors
a) Donor-Recipient Matching: The pre transplant stage involves a thorough physical 
assessment of the patient undergoing a transplant. Tissue typing is the test for 
matching with a potential donor with the recipient and reduces the risk of kidney 
rejection. The more closer the donor and recipient the better chances of a successful 
transplant outcome. ('http://www.comprehensive-kidneY-facts.com/kidnev-transplant- 
criteria.htmf)
b) Immunosuppressant Group: Successful transplantation requires strict compliance 
with the immunosuppressant medication on a lifelong basis. Recipients need to 
adhere to the recommended medication on life long basis. Transplant outcomes are 
modified by the type of medication protocol administered along with the dosage. 
Different immunosuppressant regimens have their specific side effects; newer drugs 
have fewer adverse side effects as compared to old protocols. Currently, there are 
three main groups of immunosuppressant medications used after renal transplantation, 
including, cyclosporine, tacrolimus and sirolimus along with a supplementary agent 
called mycophenolate mofetil. Studies have shown after clinical trials that newer 
protocols such as tacrolimus and sirolimus are found to have fewer side effects and 
are preferred over cyclosporine so that recipients enjoy improved physical 
functioning, less distress and avoid dangerous side effects. It is a paradox that the 
same immunosuppressant that is administered to avoid graft rejection, also causes
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damage to the graft referred to as nephrotoxicity. Transplant professionals 
recommend suitable doses and combinations of these agents to facilitate longer graft 
functioning (Webster, Lee, Chapman, & Craig 2005). Research advances in 
immunosuppressant protocols aim to add quality to the recipients’ life by minimizing 
side effects and increasing survival rates,
c) Co morbidities after renal transplantation: The continuous use of
immunosuppressants for graft survival and longevity rates causes serious side effects, 
e.g. high blood pressure, infection episodes, bone loss, obesity, cardiovascular 
problems, hair loss and unwanted hair growth, gum diseases, malignancies, high 
blood pressure, and sleep disturbances) (http://www.kidney.org.uk/) that cause 
psychological distress and physical problems to the recipients who need skills to cope 
with these adverse effects. Studies report data for immunosuppressant-related morbid 
events in the first post-transplant year with rejection rates reported between 20%-55% 
(UNOS, 1996), viral infections ranging between 10%-30% (Balfour, Chace,
Stapleton, Simmons, & Fryd, 1989; and drug toxicities occurring in 50%-60% of 
patients (Kasiske, Vazquez & Harmon 2000). The degree to which this high 
prevalence accounts for hospital réadmissions for the year 1995, 45 out of 65 renal 
transplant recipients (71%) were readmitted one or more times in the first year 
following transplantation (Hathaway, Winsett, & Johnson et al 1998). It is important 
to understand how RTRs perceive, respond and adjust to these side effects that may 
influence their self/ hody image and lead to psychological distress (Kugler, Geyer, & 
Gottlieh, et al 2009).
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d) Donor characteristics: Donor gender has heen found to influence transplant
outcomes. Studies suggest that donor characteristics are also important predictors of 
graft survival. Donor gender is considered to influence graft longevity (Kayler, 
Rasmussen & Dykstra et al 2003). The best possible donor recipient match is 
considered male donor and male recipient. Studies confirm that there are more 
chances of graft survival advantage for male recipients of male donor kidneys 
(Gordon, Ladner, & Caicedo 2010). Donor type is also considered to affect graft 
survival, functioning and longevity. There are three types of kidneys that are 
transplanted, including, living-related donor (LRD) e.g. siblings and first degree 
relatives. Living-unrelated donor (kidney from alive person who chooses to donate 
kidney) and cadaver donor (kidney from deceased person). The most desirable and 
successful kidneys come from siblings and first degree relatives, followed by living 
un-related donors. Most patients prefer to have a related-kidney for increased chances 
of survival. Moreover cadaver kidney involves long waiting time that ranges from 2-5 
years. There is a high success rate for living unrelated kidney transplants as well. A 
study found that among 1700 patients with living unrelated donors in the United 
States from 1995 through 1998, the one- and projected ten-year graft survival rates 
were 92% and 67%, respectively which is superior as compared to cadaver kidney 
transplant with 87% and 50% rates for more than 26,000 patients during the same 
time period (Cecka, 2000). There are high success rates and longer graft survival for 
kidney transplants from well-matched family members. Currently there is increasing 
trend for living donors who are genetically unrelated to the patient which is also 
considered an advantageous choice when related donors are not available.
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e) Serum Creatinine: The most significant indicator of a healthy transplanted kidney is 
the renal function test measured hy evaluating serum creatinine which is a non protein 
waste product, filtered out hy the kidneys and measured to evaluate renal dysfunction. 
If renal functions are deficient, creatinine levels increase in the blood. Serum 
creatinine reflects how well the transplanted kidney is working. Creatinine levels if 
increased above a specified range can cause physical symptoms as well as 
psychological distress combined with fear of losing the graft and return to dialysis 
which is apprehended most. A drastic rise in creatinine may indicate acute rejection, 
especially in the first year following transplant. A gradual rise over a longer period of 
time is a sign of chronic rejection. Regular follow ups are recommended to monitor 
graft functioning so that any abnormalities can be timely detected for prevention of 
graft loss.
2. Demographic Predictors
a) Age; The recipient’s age at transplant has heen mostly associated with successful 
transplant outcomes. It is found that biological and medical factors are significant 
predictors of the physical component only and other dimensions of perceived health 
status are weakly influenced by these medical parameters (Jofre, Lopez-Gomez, 
Moreno, Sanz-Guajardo, and Valderrabano (1998). It is suggested that age should be 
considered as the main predictor of kidney fimction and patients need to he assessed 
with regard to their age, as differences in kidney functions exist among different age 
groups of recipients (Rosenberger, van Dijk, Nagy ova, Zezula, & Geckova et al.,
2005). Young adult kidney recipients aged 18-35 years were well adapted in their
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family and professional life and satisfied with their current life situation (Aasebo, 
Homb-Vesteraas, Hartmann, and Stavem, 2008).
b) Gender: It has heen associated with differences in kidney transplant outcomes and 
reported QoL. Females are mostly reported to have a lower QoL as compared to 
males. The findings are confirmed hy most researches that found that women scored 
consistently lower than men on most QoL measures at baseline and reported greater 
improvement in functional ability while perceptions of self-image remained low 
(Johnson, Wicks, Milstead, Hartwig, Hathaway 1998). Female gender is consistently 
related to higher levels of symptom occurrence and symptom distress (Kulger et 
al.2009). Most findings confirm female gender to be more vulnerable to be distressed 
by challenges of post- transplant life. Rosenberger et al. (2007) also found that female 
recipients and being less educated were significantly associated with self reports of 
adverse effects of immunosuppressant drugs. Certainly there is a debate about whether 
women find it easier to report poor QoL and depression than men -  i.e. the differences 
may reflect cultural norms about revealing inner states rather than real differences in 
these inner states.
c) Marital status: The impact of pre transplant marital status is not studied extensively.
It may influence subjective well-being because social support and living with a partner 
can be a positive influence on QoL satisfaction. Married life involves psychosocial 
aspects and may cause satisfaction or dissatisfaction accordingly, so it is important to 
examine its contribution in social functioning and adjustment in life after transplant. 
Marital status was found as a single predictor of Social Functioning score (Chisholm, 
Spivey and Nus 2007). A project, hased on data from United States Renal Data System
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(USRDS), studied how marriage affects transplant outcome. The findings indicate that 
being married in the pre-transplant period is associated with positive outcome for the 
graft, but not for the recipient survival (Naiman, Baird, Isaacs, Koford, & Habih et al.
2007). This needs clarification about the difference in ‘graft survivals vs. recipient 
survival’. Graft survival refers to the survival of transplanted organ/ kidney, calculated 
from date of transplantation to the date of irreversible graft failure and a return to 
either long term dialysis or re-transplantation. ‘Recipient survival’ means the course of 
life of the individual, calculated from date of transplantation to death, for any reason. 
So, marriage had a protective effect for the graft survival not on recipients’ life span,
d) Employment status: After renal transplantation, recipients return to life with much 
improved health status and freedom from strict routine of dialysis. QoL involves social 
participation and employment status. The recipient’s ability to resume work is 
considered a predictor of improved health status, good adaptation and coping skills. 
There are few studies about resuming employment after renal transplantation. It is 
important to investigate work status as a predictor of health status and how recipients 
utilize their time and energy. Social participation in routine activities can indicate how 
well adjusted recipients are after the transplant. Employment status is a component of 
social functioning that needs to be assessed as an important indicator of QoL. A major 
problem that negatively influences the QoL for the transplant recipient is the failure to 
return to work. The advancements in immunosuppressant protocols that have fewer 
side effects and increased survival rates provide improved physical health functioning 
essential to resume and retain employment.
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e) Socioeconomic Status: Socio-demographic and economic factors appear to be 
significant predictors of QoL after renal transplant (Goldfarb-Rumyantzev, Koford, 
Baird, Chelamcharla, & Habib, et al 2006) The predictive role of socioeconomic status 
(SES) of the donor and the recipient remains controversial and less understood.
Studies have found that recipients with higher education levels and financial resources 
have better transplant outcomes. Socioeconomic factors have been shown to affect 
health care outcomes. It has heen found that some psychosocial factors such as, 
poverty, unemployment, and low education level adversely affect health status (Diaz, 
2002). Particularly, in case of renal transplantation, SES has heen shown to have a 
significant impact on health outcomes because transplant surgery is an expensive 
procedure with the requirement of following a lifelong medication regimen without 
fail. The socioeconomic factors found to increase the risk for post transplantation 
noncompliance include; occupational status, educational level, language or cultural 
harriers, and ethnic background (Hall, Sugihara, Go & Cherto 2005)). It is found that 
poor individuals are less likely to be interested in transplantation (Alexander, 
Goldfarb-Rumyantzev, & Koford et al 2006) since recipients have to afford quality 
medication for their graft survival and management of physical health throughout the 
rest of their lives.
3. Psychological Predictors
A number of psychosocial factors influence perceived QoL. There is a need to clarify, if 
any relationships and causal priorities exist among psychological issues and subjective 
QoL that may appear similar and overlapping concepts.
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a) Mood: Affect/ Mood, has a significant impact on the perceptions and subjective well 
being of the recipients. A study found that most recipients and donors experience anxiety 
after renal transplantation. They suggested that recipients have an improved social 
fimctioning and emotional well-being after renal transplantation (Tanriverdia, 
Ozçürümeza, Colakb, Duma, Emiroglub, Zilelia, & Haberalb, 2004). Recipients have 
been shown to develop emotional distress and affective disorders, such as anxiety and 
depression, associated with a compromised QoL (Pascazio, Nardone, Clarici, Enzmann, 
& Grignetti et al., 2010). Depression is associated with impaired QoL and increased 
morbidity and mortality in patients with end-stage renal disease (ESRD). Research has 
confirmed that depression may worsen kidney transplant outcome. Depression is 
considered as a high risk factor for kidney failure, return to dialysis and death among the 
studied kidney transplant recipients. Depression may double the risk of adverse 
outcomes. Depression screening is essential to evaluate and monitor the occurrence of 
depression and identify high risk recipients after transplant who can be referred for 
psychological intervention (Dobbels, Skeans, Snyder, Tuomari, & Maclean,2008). A 
study compared depressive symptoms between RTRs and ESRD patients on dialysis, 
identifying the correlates of depressive symptoms in the transplant recipients and found 
that the prevalence of depression was lower in transplant recipients. However, they 
further found that one-fifth of RTRs were still at high risk of clinically significant 
depression (Szeifert, Molnar, Amhms, Koczy, & Kovacs et al., 2009). Comorbid 
conditions, socioeconomic status, and treatment modality predicted depressive symptoms 
in ESRD patients. Novack, Molnar, Szeifert, Kovacs, and Vamos et al. (2010) confirmed 
that depressive symptoms are an independent predictor of mortality in RTRs. Akman,
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Ozdemir, Sezer, Miçozkadioglu, and Haberal, (2004) compared three groups including, 
group 1 comprising of RTRs, group 2, with ESRD patients awaiting transplant and group 
3 consisting of recipients who had chronic allograft rejection and returned to dialysis. 
They found that depression levels among RTRs were significantly lower than that of 
dialysis patients with chronic allograft rejection. Depression was not related to age or 
gender and married patients showed a lower percentage of depression. They concluded 
that depression was an outcome of returning to dialysis, particularly after a short duration 
of graft function. Kusleikaite Bumblyte and Pakalnyte (2007) examined the factors 
affecting QoL in RTRs to analyse the association between depression and QoL in this 
population and confirmed that depression was associated with a lower QoL. RTRs 
reporting depression were older and had a worse graft function. The findings suggest that 
besides investigating clinical factors, there is need to explore the sociodemographic 
variables that may cause, precipitate or potentiate the occurrence and prevalence of 
depression. Screening recipients for depression can improve psychological well-being 
and increase QoL satisfaction,
b) Conscientiousness: Health promoting behaviors may involve conscientiousness because 
it is a personality trait that is related to self-discipline, carefulness, thoroughness, 
organization, deliberation (the tendency to think carefully before acting), and need for 
achievement. Conscientiousness is one of five super ordinate traits in the "Big Five 
Model" of personality (Costa & McCrae, 1995). It is important to investigate whether 
health conscientiousness influences health outcomes and/ or perceptions of QoL 
particularly among individuals living with a chronic life condition such as a transplant. 
For example, compliance is a health maintaining/ promoting behavior which is regarded
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as survival behavior in renal population (Christensen and Smith, 1995). Compliance is 
closely associated with conscientiousness because they need to follow a strict and 
lifelong routine of taking immunosuppressant medication. A study indicated that 
Conscientiousness (Dimension III) is a five-factor trait significantly associated with 
adherence to the medication regimen. Conscientiousness was found to be the only 
personality trait found to be significantly associated with patient adherence (Christensen 
and Smith, 1995). This suggests that personality needs to be implicated in health 
behaviors and health outcomes. It was found that personality factors such as, high 
neuroticism and low conscientiousness are most widely associated with noncompliance 
(Umaki, Umaki and Cobb, 2011). Due to time constraints and a number of other 
measures in the present study, it was not possible to measure other personality traits such 
as neuroticism. However, conscientiousness was examined as it is associated with self 
care e.g. medication compliance, which seems relevant to this study. A significant 
relationship is found between high levels of neuroticism and low levels of 
conscientiousness and mortality in cohorts of patients with renal disease (Christensen & 
Smith 1995). Conscientiousness was the strongest predictor of self care agency according 
to Orem’s Self Care Deficit Theory of Nursing (Horsburgh, Beanlands, & Locking et al-
2000). The role of personality as a predictor of mortality among patients with chronic 
renal insufficiency was investigated. A prospective evaluation of the influence of 
personality on patient survival showed that patients with low conscientiousness scores 
had an increased mortality rate (Christensen, Ehlers, Wiebe, Moran, and Raichle et al., 
2002).
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c) Adherence: Adherence or compliance refers to following the recommended pattern of 
taking one’s medication regularly. Adherence to immunosuppressant drugs is crucial to 
graft survival rate. It is extremely difficult to establish the actual adherence status of 
transplant recipients. Adherence is a behavior that is affected by a number of personal 
and psychosocial factors (Chisholm, Lance and Mulloy, 2005). For example patients with 
less perceived control think that their compliance with medication exerts little influence 
on health outcomes so they tend to be non-compliant in most cases. On the other hand, 
socioeconomic status and issues of affordability and costs of medication also present a 
barrier to adherence. Studies have found that immunosuppressive treatment places a 
substantial burden on patients, and some recipients cannot continue regular treatment at 
specified time points due to financial problems e.g. poverty) (Touchette & Shapairo 
2008; Ichimaru, Kakuta, & Abe et al 2008). In a systematic review of 36 studies, Butler, 
Roderick, & Mullee, et al. (2004) assessed the frequency and impact of non-adherence to 
drug treatment after renal transplantation. Their meta-analysis revealed that 22% of RTRs 
were non adherent, and 36% of graft losses were associated with prior non adherence. 
They also reported that the odds of graft failure were sevenfold greater among non 
adherent versus adherent patients, confirming the impact of non adherence on graft loss 
Vlaminck, Maes & Evers et al.(2004) reported that 33 of 146 renal transplant recipients 
(22.6%) were non-adherent to immunosuppressive therapy and late acute rejection was 
significantly higher among non-adherent than adherent patients (21.2% vs. 8%, p< .05). 
These findings confirm adherence to immunosuppressant medication as a significant 
predictor of health status that is the main domain of QoL. The recipient’s characteristics 
associated with adherence are also studied. A study investigated the recipients”
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characteristics for adherence and found that gender was unrelated to adherence. Adherent 
RTRs tend to be younger, had lower incomes, and received their transplant more recently. 
Surprisingly, this study showed no impact of non adherence on rejection episodes 
because there was no significant difference in the number of rejections between adherent 
and non-adherent patients. The authors suggested that recipient’s age, income, time since 
transplantation, and the immunosuppressant agent prescribed were associated with 
adherence to immunosuppressant therapy (Chisholm et al., 2005). The same authors 
further investigated the factors predicting adherent behavior in RTRs and aimed to study 
Theory of Planned Behavior (TPB) variables (attitudes, subjective norms and perceived 
behavioral control) relevant to intentions to adhere to immunosuppressant medication, 
along with a general measure of past adherence pattern. They found that RTRs with a 
history of non-adherence to medical advice, negative attitudes about immunosuppressant 
adherence and little perceived control over their medication-taking behavior were at 
higher risk for showing non adherence. They suggested that efforts should be focused on 
improving recipients’ attitudes towards adherence with control and monitoring of 
adherence behavior.
d) Perceived health status: Transplantation is preferred over dialysis, because of its
superior health outcomes. Recipients’ physical health status is closer to pre-kidney failure 
levels, with good energy and ability to cope with routine chores (Fieberger, Mitterbauer, 
& Oberbauer 2004). The perceived health status (PHS) of RTRs is reported to be better 
than that of those on dialysis (Rosenberger, et al 2005). Despite this marked improvement 
in health status, they experience adverse side effects of the mandatory 
immunosuppressants, e.g. obesity, hair and bone loss etc. Despite good/ normal graft
44
functioning, recipients vary in their perceptions of health status (PHS). This may be due 
to sociodemographic differences in PHS (Bohlke-, Marini, Rocha, Terhorst, and Gomes et 
al., 2009). There are individual differences in the occurrence, frequency and severity of 
the common side effects that may cause differences in PHS. There is variability in 
perceived health status (PHS) among RTRs resulting in differing levels of satisfaction 
with QoL. The experience of physical side effects influences their expectations about the 
transplant outcomes. Therefore, the present study assessed their self reports of symptom 
severity reflective of their PHS.
e) Life orientation/ optimism; Research attempting to investigate the impact of an 
individual’s life orientation on perception and satisfaction of QoL has found that an 
optimistic approach to life may reduce the risk of health problems and may actually help 
people recover more quickly after experiencing a serious life-changing event (Kivimaki, 
Vahtera, Elovainio, Helenius., and Singh et al., 2005). People identified as optimistic 
have a tendency to expect good or acceptable outcomes in the future, while those at the 
other end of the spectrum, pessimistic, and expect bad or unacceptable outcomes or 
experiences (Carver & Scheier, 2001; Scheier & Carver, 1985).
QoL in health outcomes is assessed considering the satisfaction of patients with then- 
physical functioning and coping reflecting the efficacy of a specific intervention. Caiman (1984) 
defines QoL as a gap between patient’s expectations and successes or between present and 
preferred QoL. He found that this gap varies in the course of the sickness; and distinguishes the 
potentiality from the current ability and underlines the importance of having realistic goals 
(WHOQOLGroup, 1995; Testa & Simonson 1996). Therapeutic interventions can be designed to 
work and reduce the gap between a person's present QoL, their present aspirations and realistic
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expectations for the future. This could be achieved, by making recipients’ focus on what they 
have in their present and not necessarily by changing the level of expected future QoL.
Concluding Remarks
The review of a multitude of medical, socio-demographic and psychological predictors of 
QoL explain the disparities in graft survival, graft function, patient survival and self reported 
QoL in RTRs. Despite extensive research predicting transplant outcomes, the distinct roles and 
extent of influence of clinical versus psychosocial factors remains unclear and there seems an 
overlap in the way these predictors interplay.
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1.5 Theoretical Perspectives on Quality of Life
Quality of life is considered to be a multidimensional concept comprising of separate domains 
including physical, mental, social and economic components. The WHO defines it as an 
‘Individuals’ perception of their position in life in the context of the culture and the value system 
in which they live and in relation to their goals, expectations, standards and concerns' 
(WHOQOL, Measuring Quality of Life, 1998 p.l).
This emphasis on individual’s perceptions suggests that QoL is essentially a subjective 
evaluation or assessment. The criteria of a good QoL depend on the level of satisfaction with 
what he/she has and possessing whatever is desirable for a specific person. QoL satisfaction 
being a subjective concept may differ due to sociodemographic, clinical, psychological factors. 
QoL can mean different things to different people at different times (Campbell, 1976; Cantril, 
1996). There can be even intra individual changes in self reports of QoL over a period of time 
since perceptions may change due to changes in internal standards(e.g. cognitive appraisal, 
perceived control) and external factors (e.g. environmental, socioeconomic conditions) (Rapkin 
& Schwartz, 2004). Mostly QoL is a concept applied to the evaluation of health outcomes and 
treatment efficacy and also referred to as ‘Health-Related Quality of Life (HRQoL)’. There are 
debates and controversies about the exact meaning of QoL. In the present study QoL is 
recipients’ ‘subjective QoL’ i.e. their perception of and satisfaction with, their overall life after a 
renal transplant. Although most studies focus on the medical factors in evaluating QoL and 
health outcomes of transplant, there are a number of psychosocial aspects involved in this 
process. The way transplantation is experienced encompassing the physical, medical, 
environmental/ social and psychological influences is explained by a ‘sociocultural transplant 
experience model’ described in the next section.
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The Sociocultural Transplant Experience Model: This model provides a framework that 
identifies, organizes, and embeds sociocultural variables into the conceptualization of the 
transplant experience. The relationship between sociocultural factors and disease onset, course of 
illness, treatment acceptability, health beliefs, adherence, and health outcomes among RTRs 
remains ambiguous Often psychosocial and treatment complications are discussed or examined 
without consideration of sociocultural underpinnings infiuencmg patient behaviors. There is a 
need to analyse favorable as well as adverse physical and psychosocial health outcomes (i.e. 
patient and family sociocultural factors, assessment or treatment provisions, physical and 
psychosocial health outcomes) to understand if organ rejection and graft loss due to non­
adherence is influenced by psychosocial factors and whether interventions designed to decrease 
risk of non-adherence are culturally incongruent for some families ((Maloney, Clay & Robinson 
2000).
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Several sociocultural factors have been identified and embedded within a framework that 
depicts the natural flow of the transplant process, including its eventual outcomes (Maloney,
Clay & Robinson, 2000). According to this model, the transplant process comprises of four key 
phases: assessment and candidacy, preoperative and waiting, transplantation and hospitalization, 
post-transplantation and post-hospitalization. Although each phase is independently influenced 
by sociocultural factors, the impact of cultural issues is best conceived as cumulative. In other 
words, cultural issues that arise during the assessment phase will be likely to affect each of the 
following phases. Consequently, sociocultural factors that interfere during any phase are likely to 
influence recipient’s medical and psychosocial outcomes.
The sociocultural factors can be causal as well as an outcome in influencing In 
conclusion; renal transplantation can enhance the QoL of patients with end-stage renal disease. 
Besides physical and medical factors, there is a need to explore the impact of psychosocial 
factors influencing QoL after transplantation.
Due to the complexity of QoL concept and its domains, many factors seem to influence 
it, e.g. demographic, psychosocial and medical parameters (Rosenberger, Dijk, Nagyova,
Roland, & Geckova et al., 2005). So far, many theories of QoL have been proposed, attempting 
to explain the components, attributes and domains of QoL. Different theories focus on a number 
of factors determining a good QoL, but this thesis will focus on the domains as described by 
W.H.O. The table below outlines the components encompassed in each domain of QoL, and 
some of these seem to constitute ‘Objective QoL’, e.g. ‘Environment’. But it must be 
remembered that W.H.O defines ‘QoL’ as “an individual’s perception....” of all the following 
domains making it a subjective concept. The actual environmental factors are not measured 
directly, but only individual’s self reports and perceptions of the following domains are focused.
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Table 1
QoL Domains described by W.H. O
Domains Facets incorporated within domains
Physical Health
Energy and fatigue 
Pain and discomfort 
Sleep and rest
Psychological
Bodily image and appearance 
Negative feelings 
Positive feelings 
Self-esteem
Thinking, learning, memory and 
Concentration
Level of Independence
Mobility
Activities of daily living 
Dependence on medical aids 
Work Capacity
Social Relationships
Personal relationships 
Social support 
Sexual activity,
Environment
Financial resources 
Freedom, physical safety and security 
Health and social care: accessibility &quality 
home environment
Opportunities for acquiring new information & 
skills
Participation in and opportunities for recreation/ 
leisure
Physical environment (pollution/noise/ traffic 
Climate) Transport
Spirituality / Religion / 
Personal Beliefs
Religion /Spirituality/Personal beliefs
Source: WHOQOL Measuring QoL: Division o f Mental Health and Prevention o f Substance 
Abuse. W.HO
The focus of the present study is evaluation of QoL among recipients after a successful 
transplant, that is a major surgical experience of regaining health and resuming a normal life 
without being dialysis dependent and dietary restrictions, making ‘health’ as a major concern of
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overall QoL. Therefore, a few relevant QoL theories with health issues and chronic physical 
conditions influencing subjective well-being are discussed.
Health-specific theories of QoL
There are many philosophical and theoretical perspectives about the notion of a ‘good life’ that 
depend on the context its being evaluated. The current research assessing health outcomes to see 
the efficacy of treatment modalities focuses on QoL as consequence of ‘good health and/ or 
perceived health status’. These assess the change in patients by objective clinical or biological 
tests and provide information about pathological processes, and health outcomes. But it is 
impossible to separate the disease itself from an individual's perception of it and the social 
perspective (Berlim & Fleck 2003). One way of capturing these particular perspectives is by 
using QoL measurements (Higginson & Carr 2001). Theories of QoL in Health and medicine 
focus on the relationships and interactions among individual (demographic, physical/clinical and 
psychological) aspects vs. social and environmental factors.
1. A Medical versus Mediational Model
The medical science model can be considered as a disease specific theory of QoL because 
currently, there is still a common belief that QoL is mainly the product of symptoms and side- 
effects of medication (medical model). According to this model, QoL is mainly the product of 
symptoms and side-effects of medication (medical model). However, there is increasing 
evidence that two patients can have different levels of QoL for the same disorder severity and for 
the same level of treatment side-effects (Berlim & Bleck, 2003). In line with this, the 
Mediational model posits that patient’s characteristics can indeed moderate between QoL and 
symptoms/side-effects (Fleck, 2001; Demyttenaere, Fruyt & Huygens, 2002). Since the 
psychosocial influences on QoL are not regarded as particularly meaningful in classical medical
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research, these are merely considered as a background against which the factors causing the 
illness unfold and thus often ignored in scientific discussions of sickness and health. However, 
many theoretical perspectives have not only acknowledged the contribution of psychosocial 
influences but have also described these as significant predictors of perceived QoL.
2. Theoretical Model of Response Shift in Quality of Life Research
A theoretical Model of Response Shift refers to a change in the meaning of one’s self- 
evaluation of a target construct as a result of: (a) a change in the respondent's internal standards 
of measurement (scale recalibration, in psychometric terms); (b) a change in the respondent's 
values (i.e. the importance of component domains constituting the target construct); or (c) a 
redefinition of the target construct (i.e. reconceptualization, Schwartz and Sprangers, 1999). 
Patients confronted with a life-threatening or chronic disease are faced with the necessity to 
accommodate to their illness. An important mediator of this adaptation process is 'response shift' 
which involves changing internal standards, values and the conceptualization of QoL. Integrating 
response shift into QoL research would allow a better understanding of how QoL is affected by 
changes in health status and would direct the development of reliable and valid measures for 
assessing changes in QoL.
53
Fig. 2 A Theoretical Model o f Response Shift and QoL
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" social comparison " Internal standards
" goal reordering "valu%
" reframIng " conceptualization
expectations
"Spiritual practice
Perceived
QOL
Source: Sprangers & Schwartz (1999)
The process of ‘response shifts’ in the above diagram points to the sequential flow of 
appraisals. It starts off with the catalyst which can be any chronic physical condition (the 
transplant experience in the present study), which is influenced by the ’antecedents’ i.e. 
individual factors/ sociodemographic, and recipients indulge in different ‘mechanisms to cope 
with it. The type of coping mechanism leads to ’response shifts’ overtime, e.g. changes in 
conceptualization, internal standards for perceiving their physical condition are a result of how 
they make ‘social comparisons and re-structure their expectations about the outcomes of 
transplantation. These changes in responses to the transplant experience ultimately influence and 
modify their perceptions of QoL. The arrows from perceived QoL, moving backwards in 
between the catalyst and mechanisms indicate a continuation of the dynamic process of 
interaction among the perceived QoL and antecedent, i.e. individual differences in perceptions of 
QoL may change due to changes in the antecedents.
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Research in response shifts in QoL appraisal emphasizes the need for direct measurement of 
the appraisal process itself as an essential part of QoL assessment. Rapkins & Schwartz (2004) 
suggested that direct assessment of QoL appraisal processes can facilitate and improve 
interpretation of QoL scores. They proposed theoretical model, based on the Sprangers and 
Schwartz (1999) model and included explicit measurement of QoL appraisal process parameters; 
1) induction of a frame of reference; 2) recall and sampling of salient experiences; 3) standards 
of comparison used to appraise experiences; and 4) subjective algorithm used to prioritize and 
combine appraisals to arrive at a QoL rating. They introduced a QoL appraisal profile, which 
measures key appraisal processes, as an adjunct to existing QoL scales. According to them, the 
measurement of appraisal processes provides a fully testable theoretical model of overall QoL 
and changes over time, suggesting hypothesized causal relationships and explanatory pathways 
for both cross sectional and longitudinal research in QoL.
They concluded that QoL assessment involves a subjective process of appraisal. Individual 
differences in the appraisal process can affect observed QoL scores, and that individuals can 
change how they appraise QoL over time. Response shift findings suggest a broader QoL 
assessment paradigm that includes self-appraisal and meaning. QoL based on appraisal processes 
can be defined as ‘An individual's answer to any self-evaluative question depends upon this 
process. Individual differences or longitudinal changes in appraisal will affect how people 
respond to QoL items. Similarly, factors associated with QoL, including differences in personal 
circumstances, stressful events, disease progression, and interventions, also depend upon the 
criteria individuals use to evaluate QoL. Appraisal is an inner/ subjective process that influences 
self-reported QoL (Rapkin & Schwartz, 2004).
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3. The Explanatory Model of Health Promotion & QoL in Chronic Disabling Conditions
An empirical model of health promotion and QoL of people with chronic disabling 
conditions was developed by Stuifbergen & Becker (1994). This model emphasized the causal 
relationship between health promoting behaviors and QoL in people with chronic illness. 
According to this model, there is a relationship between health promoting behaviors and QoL of 
people with chronic illness, which needs testing via research. This model describes QoL, as an 
individual’s feeling of well-being, perception of health and satisfaction with life (Phillips 2005) 
thus confirming its subjective nature. The factors highlighted can be regarded as coping 
behaviors and predictors of QoL in people with chronic conditions. The major concepts of this 
model presented by Stuifbergen et al. (2000) include; severity of illness, barriers (to health- 
promoting behaviors, resources (social support) Self efficacy, acceptance (of illness), health- 
promoting behaviors and QoL.
This model analyses the causal relationships between health promoting behaviors and 
consequent QoL of people with chronic and disabling illness. Becker, Stuifbergen, Ingalsabe & 
Sands (1989) analyzed Pender’s Model for Health promotion (Pender, Walker, Sechrist, & 
Stromborg 1988) for measuring health related attitudes and behaviors of people with disabilities. 
It holds that acquisition and maintenance of health promoting behavior depends on three main 
factors, including. Cognitive/ Perceptual Factors (perceived self-efficacy, perceived health, 
definition of physical health, perceived barriers and benefits of adopting these health promoting 
behaviors), secondly, modifying factors, these refer to conditions like demographic and 
biological characteristics and interpersonal influences on individual’s behavior that change and 
affect one’s behavior. These factors are mediated through Cognitive-perceptual factors, and thus 
indirectly affect an individual’s health promoting behaviors and lastly. Cues to action comprising
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of subjective feelings that involve stimulation of behavior. These cues may be internal cues in 
the form of subjective feelings or external, stemming from the environment, e.g. feeling of being 
elated after exercise, peer encouragement and mass media (Phillips, 2005).
This model points out the main factors responsible for the adaptation of health promoting 
behaviors, which can be identified in specific populations in question to analyse their QoL with 
disabling conditions. Becker and Stuifbergen (1989) also considered the possibility that different 
experiences of onset and trajectory of disabling conditions may influence their baseline attitudes 
(Phillips, 2005). The latest version of this model was introduced in 1995 which highlighted the 
influence of antecedent variables on health promoting behaviors. The antecedent variables 
included the components of Pender’s Model along with demographic/ disease factors, barriers, 
resources and perceptual factors. These factors directly influence the health promoting behaviors, 
which in turn affect the QoL. The model concluded with the identification of significant factors 
associated with health promoting behaviors and QoL; perceived health, financial resources, 
specific self efficacy and reciprocity. Reciprocity can be defined as a reward and return of one’s 
input. A person’s behavior is modified by what he/she gets back from a specific action; the 
consequences that follow certain behavior determine the strengthening or weakening of behavior. 
If health promoting behaviors improve the QoL, this can serve as an incentive for continuation of 
these adaptive behaviors similar to the behavioral approach of reinforcement and reward 
behaviors. This model suggests a positive relationship between engaging in health promoting 
behaviors and QoL. They also found that demographic and disease variables were significantly 
associated with QoL but not health promoting behaviors. This model underwent phases of 
modifications and finally it emerged with the confirmation of the hypothesis that QoL comprises
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of a variety of diverse factors, including contextual factors (e.g., severity of illness), antecedent 
variables and health-promoting behaviors. (Stuifbergen et al, 2000).
The above model seems relevant to the present study, since it also examines the relationships 
among sociodemographic, clinical (health indicators) and psychological factors (e.g. personality 
trait of conscientiousness influencing compliance) in influencing satisfaction with overall QoL 
after transplantation which is a life condition. It would be interesting to know if recipients 
indulging in health promoting behaviors e.g. compliance, are more satisfied with their QoL and 
the qualitative interviews would clarify why some people have better acceptance and adaptation 
to altered life styles as compared to the less satisfied ones. Wilson & Cleary’s Health Status & 
QoL Model
4. Wilson & Cleary’s Health Status & QoL Model 
Wilson and Cleary (1995) introduced a model of health and QoL to clarify the impact of 
health status on QoL. They proposed a causal pathway model to link clinical variables to QoL in 
order to connect the objective and subjective measurements of QoL. They suggested that 
alterations in one's physiological condition (e.g., disease) result in physical and psychological 
changes that affect functional status, general health perceptions, and global or overall QoL. 
Concepts pertaining to characteristics of the individual (e.g., motivation and values) and 
characteristics of the environment (e.g., social support) are also taken into account. However, the 
relationship between self-reported health status and QoL is not expounded in the model; in 
particular, it is not clear how self-reported health status relates to other life domains relevant to 
QoL. Wilson and Cleary used the concepts health status and health-related QoL interchangeably 
in the description of their model. However, both concepts appear clearly separate fi’om overall 
QoL, which represents "a stable synthesis of a wide range of experiences and feelings that people
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have", under the assumption that the dominant path of causality is sufficient to guide data 
analysis (Gill & Feinstein 1994).
Fig. 3 Wilson & Cleary (1995) Model of QoL
Symptom Amplification Personali ty Motivation Value Preferences
Psychological support Social & Economic Support Social & Psychological Support
Non-medical
factors
of Life
Overall
Quality
Functional
Status
Perception
Health
General
Status
Symptom
Characteristics of Environment
Physiological
variables
Biological &
Characteristics of Individual
Notes: A causal pathway model o f health-related quality o f life. The horizontal arrows indicate 
the main, hut not exclusive, direction o f causality.
Source: Wilson IB, Cleary PD. JAMA 1995; 273:59-65
The impact of interaction between the individual and environmental characteristics may 
occur at each level of outcomes. Initially, this model explained unidirectional causal effects from 
general health perceptions towards overall QoL (Berlim & Fleck 2003). The above model
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underwent a revision and the updated model to explain QoL among individuals with chronic 
health conditions emerged as follows:
Fig. 4 The Revised Wilson & Cleary Model of HRQoL
function
FuncUdhÊl
status:
Overall 
duality of
tharacteris tics  of 
A e environment
General
health
perceptions
The original model was revised in three substantive ways: (a) indicating that biological 
function is influenced by characteristics of both individuals and environments; (b) deleting 
nonmedical factors; and (c) deleting the labels on the arrows that tend to restrict characterization 
of the relationships (Ferrans, Zerwic, Wilbur and Larson, 2005).
According to this model, there are four main determinants of overall QoL: biological 
function, symptoms, functional status, and general health perceptions. Characteristics of the 
individual and environment influence all of these determinants, as well as QoL. Biological 
function includes the physiological processes that support life (Ferrans et al., 2005) and is the 
most fundamental determinant of health status (Wilson & Cleary, 1995). Biological functions
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can be measured through lab tests, physical assessment, and medical diagnosis as we gathered 
data about recipients’ overall physical health and kidney functions. Alterations in biological 
function can influence subsequent determinants of QoL e.g. symptoms, functional status, and 
general health perceptions. The goal of treatment / intervention is to improve physical health 
status that contributes towards QoL satisfaction (Souza and Kwok 2006).
Three approaches to evaluate QoL as a construct include: QoL as health, QoL as well-being, 
and QoL as both health and well-being (Post, Witte and Schrijvers 1999). Wilson and Cleary 
(1995) proposed six independent variables (biological, symptoms, demographics, functions, 
environment, and general health perception) for assessing QoL. This longitudinal study used a 
similar way to measure QoL as described by Wilson & Cleary model.
It is debatable whether QoL represents a summary outcome of different and situational life 
aspeets, or an individual disposition towards the evaluation of life aspects (Skevington, 2002). It 
may be possible to challenge the conventional direction of causality and assess the strength of 
causal relationships over time by conducting repeated measurements of health status and overall 
QoL. A study investigated the existence of a reciprocal relationship between patients' assessment 
of QoL and their appraisal of health. It was proposed that if a ‘reciprocal causality is possible and 
the mechanisms can be explained, the Wilson and Cleary model must be accepted as more 
complex than previously recognized in correlation research. It was concluded that unidirectional 
models of causality are inadequate to explain the effect of heart surgery on overall QoL which 
can be both a causal influence as well as an outcome of health status (Mathisen, Hoi, & Lingaas 
et al 2005).
The criterion for assessing a good, desirable and satisfactory life is subject to many 
environmental, psychosocial, personal and biomedical factors. These theories have described the
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factors predicting QoL as a subjective construct in line with the concept of QoL as defined by the 
W.H.O. Factors like culture, religion, personal goals, spiritual motivation and subjective well­
being influencing perceptions and reports of happiness and satisfaction with QoL. Yalom (1980) 
emphasized the role of meaning in life and individual choice to perceive and be satisfied with 
one’s life circumstances. Life becomes meaningful when an individual perceives the major 
domains of QoL being satisfactory. These include; physical health status/ functioning (symptom 
& disease free), psychological well-being (positive belief system, perceived control, good self 
esteem, stress management & coping skills etc.), healthy familial and social relationships and 
environmental factors (life amenities, living conditions, health care, employment, finances etc.).
Most, health specific theories consider QoL as an outcome of a number of environmental, 
biomedical and psychosocial mechanisms, emphasizing individual characteristics that are 
considered as mediators in influencing QoL. However, there are debates on the causal direction 
among QoL and these factors. This longitudinal study aims to clarify whether QoL is really an 
outcome of demographic, clinical, and psychosocial influences or vice versa. This could also 
explain if there are conceptual overlaps in subjective QoL and some psychosocial constructs.
Summary:
Kidney transplants are the most common type of organ transplants. Physical functioning and 
health status generally improves for most renal transplant recipients and there is consensus 
among transplant professionals about the efficacy of renal transplantation as the best possible 
treatment option available to the patients with End Stage Renal Disease (ESRD). The increasing 
success rates in renal transplantation have highlighted the medical, demographic and 
psychosocial factors contributing to the improved health outeomes and graft longevity. Research 
has focused on the predictors of recovery, effective coping, survival rates and longevity of
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transplanted kidney to maximize the recipient’s QoL. This study may contribute towards an 
understanding of predictors of QoL after transplantation, identifying the major variables that 
influence QoL either way, for different age groups of kidney transplant recipients and their 
transitions after transplant in relation to health status, routine functioning, and future prospects. 
With recent advances in immunosuppressant therapy and post-transplant care, RTRs are better 
able to cope with demands of employment. Advances in solid organ transplantation have 
introduced newer medications that provide not only high success rates but also improved QoL 
with lesser side effects. Adherence to immunosuppressant drugs directly affects health status and 
overall QoL, so it would be interesting to see if a the relationship exists between personality 
traits such as conscientiousness and life orientation (optimism) to know its impact on adherence 
which is considered important predicting graft longevity and survival after transplantation.
The present study uses the ‘Health status & QoL’ model developed by Wilson & Cleary (1995) 
which is a causal pathway model to link clinical variables to QoL is used to connect the objective 
and subjective measurements of QoL. The reason for choosing this specific model is that it 
covers most of the individual, environmental and clinical influences affecting QoL. The 
‘objective measurements’ as specified by this model include the ‘clinical data’ gathered in this 
study to reflect recipients ‘general health’ besides ‘perceived health status’ which is a self 
reported evaluation. The two measures of ‘objective health indicators’ vs. ‘subjective health 
perceptions can help finding diserepancies or consistencies over time. Using this model as a 
guide, the findings can provide insight about the interaction of clinical and individual and 
environmental factors influencing QoL post transplant.
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Aims of the study
The broad aim of this study is to identify factors that affect the reported satisfaction levels of 
renal transplant recipients with their quality of life (QoL) over time.
Research Questions
1. How do renal transplant recipients with healthy graft functioning perceive their life after 
transplant?
2. What are the relative contributions of clinical, demographic and psychosocial factors to 
perceived QoL in renal transplant recipients?
For the purpose of analysis, the medical/ clinical, demographic and psychosocial factors are 
grouped to assess their influence on perceived QoL.
I. Clinical Factors: Do differences in clinical factors and health indicators related to 
transplantation influence satisfaction with QoL?
II. Demographics: Are there differences in perceived QoL of different groups of renal 
transplant recipients based on age when they received their grafts, gender, marital status, 
work and socioeconomic status?
III. Psychosocial: Does QoL vary across a sample of kidney transplant recipients? If, so what 
psychosocial factors affect variability in perceived quality of life?
a) Do depression levels affect QoL satisfaction?
b) Do Conscientious renal transplant recipients report a better QoL?
c) Does Perceived health status affect QoL satisfaction among RTRs?
d) Does Life orientation affect RTRs satisfaction with QoL?
e) Are psychosocial factors stronger predictors of QoL as compared to medical/ 
clinical factors post transplant?
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The study investigated how RTRs in Pakistan perceive their QoL to examine differences in 
perceived QoL as a result of sociodemographic, psychosocial and clinical factors. This study was 
carried out in Pakistan, which has a very high rate of renal transplantation. So far, there is no 
research on the psychosocial aspects of transplantation, which is an essential component of 
physical well-being.
The study also involves a qualitative analysis that focuses on differences in reported 
satisfaction with QoL despite similar health status (reflected by clinical data).Since it was not 
possible to have any pre-transplant data, due to lack of a patient data base in Pakistan, the 
qualitative interviews focused on recipients’ descriptions and perceptions of their life before and 
after the transplant. The recipients described how they perceive loss of a native organ (kidney), 
reasons and attributions for kidney failure, experiences of being diagnosed, treatment, surgery 
and how its impact on their self, family, social and work life .The qualitative study reflected the 
reasons for individual and intra-individual differences are explored in the context of life post 
transplant. It gives an insight into different accounts and perceptions of how transplantation is 
experienced by recipients who are more satisfied as compared to those who are less satisfied 
with their QoL. It helps to identify potential risk factors that decrease QoL and affect graft 
longevity.
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CH: 2
Method
Study design, Participants & Procedure:
A longitudinal prospective cohort study was carried out investigating quality of life of renal 
transplant recipients. This three-wave longitudinal study investigating QoL satisfaction was 
conducted over a period of 15 months, comprising of Renal Transplant Recipients (RTRs) 
recruited from renal clinics in Lahore, Pakistan. The sample size varied at the three points of 
assessment due to drop outs and new participants. To address the issue of sample attrition new 
participants were added to the sample who were then followed up on three occasions. This led to 
an effective sample size of 144 RTRs who had data for three time points. At time 1, N = (150), 
time 2, N = (147) and time 3, N = (144). The mean age of recipients was 33.33 years (ranging 
from 18 to 54 years). These recipients had a post-transplant time ranging from 6 months to 10 
years (Mean = 2.8 years, S.D = 1.5) and with normal graft functioning.
Participants and Recruitment
a) Inclusion criteria: RTRs currently on a schedule of regular follow-up appointments; 
minimum age limit 18 years to include only adults without any co-morbidity (existing physical 
or mental disorders; not more than one previous transplant, minimum basic formal schooling to 
equivalent of primary school level, and healthy graft functioning as indicated by follow up 
monitoring of renal function tests. The purpose for including recipients with healthy graft 
functioning was to compare QoL satisfaction and contribution of demographic, clinical and
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psychosocial factors in a homogenous group. Having other illnesses would make it difficult to 
attribute any problems directly to having a transplant. Keeping physical health constant, the 
extent of influence of demographic and psychosocial factors in making them less or more 
satisfied could be seen. Moreover, being a longitudinal study, it would have shown if changes in 
graft functions i.e. deterioration in kidney, or development of side effects over a period of time 
occurs over time.
b) Exclusion criteria: Renal transplant recipients with medical co-morbidities or complications 
and/or psychological disorders; outside the age range 18-54, illiterate recipients with no formal 
schooling; and those with any other co-existing transplant e.g., liver, heart or lung transplant 
along with a kidney transplant.
Measures : Demographic information collected included age, gender, marital status, years of 
formal education, employment status, household income and number of dependents, familial 
background (rural/urban), and family systems i.e. joint or nuclear. Housewives and students were 
included in the unemployed category. Medical information collected included basic clinical 
information about approximate onset and duration of ESRD, dialysis modality (hemodialysis, 
peritoneal or both) before transplant and duration of dialysis, primary & secondary néphrologie 
diagnosis to reveal the etiology of renal failure, time since transplant, current medication 
(immunosuppressant group and dosage), complete blood profile with renal functions (including, 
serum creatinine, blood urea, uric acid).
1. Quality of Life Index (QoL Index) Kidney Transplant Version 111 (1998)
The conceptual framework of QoL Index by Ferrens and Powers (1984) involves 
an individualistic approach, that is, an ideological view in which the subjects, themselves.
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could outline what QoL is for them. The individual’s QoL evaluation is what he or she 
makes of his or her own experience in terms of specific domains. The essence of QoL is 
based on the life experience that each individual has and, therefore, that individual is the 
only one in the position to judge it, according to his or her own values and preferences. 
Since the present study aimed to investigate how RTRs perceived their life post­
transplant and their level of satisfaction with this treatment this QoL index that focuses 
on satisfaction with life being central to QoL construct was chosen. Furthermore, the 
importance that individuals assign to different aspects of life was explicitly taken into 
consideration in defining QoL. According to this model, a person's sense of well-being 
stems from satisfaction or dissatisfaction with the areas of life that are important to 
him/her.
A study compared two groups of renal patients, 200 hemodialysis patients and 
200 renal transplant recipients using QoL index -dialysis and QoL index- kidney 
transplant version, recruited from 5 major hospitals in Tehran, Iran. QoL mean scores of 
RTRs were significantly better compared to hemodialysis patient (21.36, S.D = 4.06) vs 
(20.35, S.D = 5.14) P = .03) (Rambod, Shabani, Shokpour, Rafi & Mohammadalliha 
2011).
This scale consists of 35 items and measures both satisfaction and importance of 
various aspects of life. Importance ratings are used to weight the satisfaction responses, 
so that scores reflect the respondents' satisfaction with the aspects of life they value. The 
instrument consists of two parts: the first measures satisfaction with various aspects of 
life and the second measures their importance. Scores are calculated for quality of life 
overall and in four domains: health and functioning, psychological/ spiritual, social and
68
economic, and family. Items that are rated as more important have a greater impact on 
scores than those of lesser importance. Satisfaction is rated from 1 = "very dissatisfied" to 
6 = "very satisfied", and importance is rated from 1 = “very unimportant” to 6 = “very 
important.”
QoL Index scoring: The overall QoL scores are obtained by the following procedure:
1. Recode satisfaction scores: In order to center the scale on zero, subtract 3.5 
from satisfaction response for each item. (This will produce responses o f-2.5, -1.5, -.5, 
+.5, +1.5, +2.5)
2. Weight satisfaction responses with the paired importance responses: Multiply 
the recoded satisfaction response by the raw importance response for each pair of 
satisfaction and importance items.
3. Obtain preliminary sum for the overall (total) score. Add together the weighted 
responses obtained in step 2 for all of the items.
4. Obtain final overall (total) QLI: To prevent bias due to missing data, divide 
score, each sum obtained in step 3 by the number of items answered by that individual. 
(At this point the possible range for scores is -15 to +15.) Next, to eliminate negative 
numbers for the final score, add 15 to every score. This will produce the final overall 
(total) QLI score. (Possible range for the final scores = 0 to 30).
High scores represent high satisfaction and importance attached to the major 
domains of life measured by the four subscales, and low scores represent low satisfaction 
and high importance This scoring scheme is based on the belief that people highly 
satisfied with areas of life they consider important have a better QoL than those who are 
unsatisfied with areas they consider important (Ferrans and Powers 1985; 1992; 1999 &
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2008). Scores are calculated by weighting each satisfaction response with its paired 
importance response. Overall (total) scores and the four subscales, health and 
functioning, social & economic, psychological and spiritual, and family scores are 
calculated (Ferrans, 1990; Ferrans, 1996; Ferrans & Powers, 1985, 1992; Wamecke, 
Ferrans, Johnson, & et al., 1996). (See Appendix-A)
Reliability & validity: In previous studies, internal consistency for the QoL Index (total 
scale) was supported by Cronbach’s alphas ranging from .73 to .99. Cronbach's alphas for 
the four subscales have been published in 24 studies, which have provided support for 
internal consistency of the subscales. Alphas ranged from .70 to .94 for the health and 
functioning subscale, and from .78 to .96 for the psychological and spiritual subscale. For 
the social and economic subscale, alphas were acceptably high in 23 studies, ranging 
from .71 to .92. For the family subscale, alphas were acceptably high in 19 studies, 
ranging from .63 to .92 (Hathaway et al. (1992); Johnson et al., 1998)
Test-retest reliability for the total scale correlations of .87 with a two-week 
interval and .81 with a one-month interval (Ferrans & Powers, 1985) and by correlations 
of .78 with a three to four-week interval (Rustoen et al., 1999) indicate the measure is 
stable over relatively short periods. Stability was also supported by test-retest correlations 
with a two-week interval for all five scores: overall quality of life (r = .79), health and 
functioning (r = .72), social and economic (r =.68), psychological/spiritual (r = .76), and 
family (r = .69) (Dougherty et al., 1998).
Validity: Content validity of the QoL Index was supported by the fact that items were 
based both on an extensive literature review of issues related to quality of life and on the 
reports of patients regarding the quality of their lives (Ferrans & Powers, 1985). Support
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for content validity also was provided by an acceptably high rating using the Content 
Validity Index (Oleson, 1990).
Convergent validity of the QoL Index was supported by strong correlations between the 
overall total QoL Index score and Campbell, Converse, and Rodgers’ (1976) measure of 
life satisfaction (r = .61 - .93) (Ferrans, 1990; Bliley & Ferrans, 1993; Ferrans & Powers, 
1985,1992; Anderson & Ferrans, 1997).(See Appendix-A)
Other questionnaires considered for the study included the KTQ (Kidney 
transplant questionnaire) and The Quality of Life Scale (QoLS), by John Flanagan 
(1970), for chronic illness groups, but due to issues of copy right and permission, those 
could not be used. QoL index-kidney transplant version was chosen mainly because 
besides measuring similar major domains of overall QoL as in QoL scale, it is easier to 
be understood by most people and included an item about the ‘transplanted kidney’ that 
provided a frame of reference and context when other general items on life were asked.
2. Beck’s Depression Inventory (EDI- II)
The Beck Depression Inventory (BDl, BDl-11), is a 21-question multiple-choice self- 
report inventory, one of the most widely used instruments for measuring the severity of 
depression The scores can be related to role limitations due to emotional problems. Each 
item is responded to on a scale from 0 to 3, where 0 is for a statement describing 
minimum feeling regarding an aspect of depression and a score of 3 reflects severe 
depression. The responses on each dimension are summed and a total score is obtained. 
This total score is compared with the given cut off scores. The cut offs used are: 0-13: 
minimal depression; 14-19: mild depression; 20-28: moderate depression; and 29-63:
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severe depression. Higher total scores indicate more severe depressive symptoms. 
Participants are asked to rate how they have been feeling for the past two weeks. The 
BDI-II is positively correlated with the Hamilton Depression Rating Scale with a Pearson 
r = 0.71, showing good agreement. The test was also shown to have a high one-week 
test-retest reliability (Pearson r = 0.93), (Beck, Steer, & Brown, 1996) suggesting that it 
was not overly sensitive to daily variations in mood. The test also has high internal 
consistency (a=.91), (Beck, Steer, Ball, & Ranieri, 1996). Pascazo, et al (2010) compared 
eanxiety, depression and emotional profiles of renal transplant recipients (n = 42, mean 
age = 45.64 years, S.D = 8.36) and healthy controls (n = 42, mean age = 46.96 years, S.D 
= 10.38). They found no significant difference in depression scores evaluated by BDl-11, 
RTRs mean scores = 5.32 vs. Controls (healthy subjects) mean scores = 6.58.P = .05 
(Pascazio, Nardone, Clarici, Bnzmann & Grignetti (2010).
3. Life Orientation Test-Revised (LOT-R)
The LOT-R was developed to assess individual differences in dispositional optimism 
versus pessimism (Scheier, Carver, & Bridges, 1994). This measure has been widely 
used in health research. The LOT-R is a 10-item measure with four filler items, three 
positively-worded items, and three reverse-coded items. Respondents indicate their 
degree of agreement with statements using a five-point response scale ranging from 1 = 
"strongly disagree" to 2 = “strongly agree." Negatively-worded items are reversed, and a 
single score is obtained. Cronbach’s alpha for the total score on a 10 item scale is 
estimated at .82 (Smith, Pope, Rhodewalt, & Poulton, 1989). (See Appendix- B)
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Goetzmann et al (2008) carried out a longitudinal study comparing groups of solid organ 
transplants (heart, lung liver kidney and bone marrow patients) over 24 months. It 
comprised of 51 (39%) female and 80 (61%) male renal transplant recipients. A cluster 
analysis was carried out. Cluster A contained patients who exhibited pre-transplant 
(Time-0) mental helath values comparable to normal community sample (mean = 72.3 vs. 
74.8 non-significant) after transplantation. Patients’ mental health improved (Time-1) and 
remained stable over 2 years (Time-2 Time 3).
Cluster B comprised of patients (n -  53, 40.5%) with lower pre-transplant mental health 
than that of Cluster A and normal community sample (means= 66.2 vs. 74.8, P < 0.001). 
In this cluster, mental health decreased continuously over entire study (Time 2-3). No 
significant differences were found in the degree of optimism (LOT) mean scores of 
cluster A & B = 23.01 vs. 23.35 ns) (Goetzmann, Ruegg, Stamm, Ambuhl, & Boehler et 
al 20081. (See Appendix-B)
4. Medical information Proforma
Information about the recipient’s medical history was taken from the medical records.
The medical variables include: approximate date of onset of early stages of renal failure; 
the duration of end stage renal disease (E.S.R.D), co morbidities, dialysis modality 
(hemodialysis/ peritoneal or both) before transplant and duration of dialysis, (for how 
long the patient underwent hemodialysis or peritoneal dialysis) primary & secondary 
néphrologie diagnosis to reveal the etiology of renal failure, time since transplant, 
current medication (immunosuppressant group and dosage), complete blood profile with 
renal functions (including, serum creatinine, blood urea, uric acid).(See Appendix-C).
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5. Demographic Information
These include age, gender, marital status, birth order, family system, family background, 
educational level, occupation, monthly family income), number of dependents, family 
system and family background. (See Appendix- D)
6. Renal Transplant Side Effects Questionnaire for Perceive Health Status 
Renal transplant recipients vary in experiencing disease specific physical and 
psychological impairments, sometimes attributed to the adverse side effects of 
immunosuppressants that are one of the main determinants of Perceived Health Status 
(PHS). The questionnaire is self-designed to measure the frequency and severity of most 
of the potential side effects of regular transplant medications that cause distress as 
perceived by renal transplants recipients. The scale measures severity of common side 
effects influencing physical fimctioning, role limitations due to physical problems, social 
functioning, and bodily pain, vitality, and general health perceptions. It involves a self- 
report by renal transplant recipients and separately by the medical professionals so that 
the responses can be compared. The questionnaire includes information on adherence 
which may directly influence health outcomes. A high score on this questionnaire reflects 
a positive perception of health status. (See Appendix-E)
7. Conscientiousness Scale
This is a 9-item scale taken from the Big Five Inventory (Benet-Martinez, & John, 1998). 
Personality traits influence disease-specific quality of life in patients with lifelong 
conditions which require following an altered life style. Conscientiousness is a 
personality trait that significantly affects health behaviors, particularly adherence to 
treatment regimens across a range of diseases including renal disease (Christensen et al..
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2002). The aim was to assess this trait in order to assess a relationship between compliant 
behavior and conscientiousness. Previous studies evaluating conscientiousness among 
hemodialysis patients reported mean scores = 32.2, S.D = 6.0 (Moran, Christensen & 
Lawton 1997). To evaluate how conscientiousness promotes health behaviors among 
RTRs, since recipients need to be strictly compliant with lifelong medication and health 
promoting behaviors, conscientiousness is an essential trait. The response scale is 1 = 
disagree strongly, 2 = disagree a little, 3 = neither agree nor disagree, 4 = agree a little, 5 
= agree strongly (See Appendix H). It is scored by adding up the ratings (after reversing 
where indicated) and dividing by the number of items responded to (i.e., the mean rating). 
Previous studies have reported coefficient alphas ranging from .75-.90, and test-retest 
correlations of .70-.80 (John, Naumann, & Soto, 2008). (See Appendix-F)
8. Qualitative Interview
The third assessment also included a qualitative interview with 10 participants, selected 
on the basis of their QoL scores. 5 participants with highest QoL scores and 5 participants 
with lowest scores were selected and asked about their experiences about the transplant 
The aim was to gain qualitative information and individual descriptions of the impact of 
transplant on personal, social and occupational life, issues of self-esteem and adjustments 
in relationships. It asked about the impact of transplant i.e. ‘how has having renal failure 
and a transplant made them a different person. Asking about the extent of transplant 
being successful reflected their perceptions of its efficacy and expected outcomes. It also 
inquired about the transitions in physical & psychological wellbeing pre and post­
transplant. It aims to gather information about the coping strategies including self-care.
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compliance, stress & anxiety management, life orientation, relationships etc. reflecting 
their acceptance, adjustment and coping with transplant. This could provide insight into 
underlying mechanisms of the appraisal processes and development of perceptions 
supplementing the information gained in the quantitative data. Why recipients with same 
health status as indicated by their medical reports and lab tests report better QoL than 
others, was known through open ended questions about individual experiences of post 
transplant life. (See Appendix- G)
Procedure
This three-time longitudinal study investigating satisfaction with their QoL was 
conducted over a period of 15 months. The schedule was as follows: baseline assessment. Time 
1, was carried out in summers(Aug-Sept 2009), Time 2 assessment was conducted after 6 months 
in spring 2010 (Mar-April 2010) followed by a gap of 1 year when Time 3 assessment that also 
included a qualitative part, was carried out in Spring 2011 (Apr-May 2011). The post-transplant 
period ranged from (6 months onwards) were recruited as referrals from physicians in renal out­
patient units of private & government hospitals in Lahore (Pakistan). The assessments were 
conducted when they visited for their follow up sessions at the clinic individually, in the absence 
of family members. No time limit was set for the assessment session and participants were made 
to feel comfortable in responding to the questionnaires. The assessment for each participant was 
done in two or three sessions, depending on individual requirement and circumstances. The 
measures included self-report questionnaires and qualitative interview that were also translated 
into Urdu (their native language) for those that do not speak English. Demographic and medical 
information was obtained from their medical records, to follow side effects and their renal 
functioning to confirm a healthy graft and monitor complications or co-morbidities. The same set
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of assessment measures were conducted in all three times, measuring the recipients’ QoL, PHS 
(Perceived Health Status), Life Orientations, Depression, and Conscientiousness. The aim was to 
analyze the contribution of socio-demographic and clinical factors and causal relationships 
among the measured variables in influencing perceived QoL;
Ethical Considerations:
The professional ethical codes and standards as set for conducting research involving human 
beings were followed. These codes of conduct involve the following ethical considerations:
• Renal transplant recipients were included only after informed consent. The study was 
explained and discussed and they were free to withdraw from the study at any time with no 
penalty, and decline to answer any of the questions.
• Permission to recruit participants was sought prior to data collection, from the concerned 
authorities/officials & administrations of hospitals, nephrology units & private clinics.
• Questionnaires with public access (not copyrighted) and permitted for research purpose will 
be used. QoLl, is a copyrighted questionnaire, available on web for open and free access to 
be used in non-profitable research projects (See Appendix-I).
• The medical condition of the participant will be taken into consideration for conducting & 
administering questionnaires.
• Confidentiality and data protection rules as set by the U.E.C were followed. Participants were 
assured that the information they provide will be kept confidential. That is, only an identity 
number will be used instead of their names on their records. Because of the longitudinal 
design, it was necessary to keep a master list that associated names and addresses of 
participants with their code numbers kept in a secure, password protected file. The signed
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informed consent forms were kept in a locked filing cabinet accessed only by the researcher 
Ms. Kamran and Prof. Chris Fife-Schaw. The study received a favorable ethical opinion fi"om 
University of Surrey Ethics Committee U.K.
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CH: 3
Demographic Differences in Perceived Quality of Life among Renal Transplant
Recipients
This longitudinal study was conducted to evaluate how renal transplant recipients perceive their 
QoL measured as a subjective construct comprising of four major domains of life. The recipients 
reported their satisfaction with their QoL on four subscales, including health functioning, 
psychological and spiritual well-being, social and economic conditions and family life. QoL and 
perceptions of it are likely to be influenced by both psychosocial factors and the recipient’s 
physical well-being related to the degree to which the transplant has been effective. This thesis 
is primarily concerned with psychological processes but in order to avoid confusing 
psychological influences with other demographic and medical factors this chapter looks at the 
demographic differences in QoL satisfaction among recipients with similar health status.
First, the nature of the sample is outlined followed by descriptive statistics analyzing 
individual differences in QoL scores across three waves. The second section deals with QoL 
scores on four subscales measuring major domains of life to find if recipients satisfaction with 
health functioning, psychological and spiritual well-being, family and social life and financial 
conditions is associated with other psychological aspects measured in the study including; 
perceived health status, life orientation (optimism) and depression.
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Sample Characteristics:
The demographic characteristics of the sample are shown in table 3.1. 
Table 3.1
Demographic Characteristics o f Renal Transplant Recipients
Wave 1 Wave 2 Wave 3
Demographics N % N % N %
Gender
Males 99 66.0% 100 66.7% 94 64.0%
Females 48 32.0% 49 32.7% 47 32.0%
Marital Status
In a Relationship 69 46.0% 80 53.3% 77 51.3%
Single 75 50.0% 67 44.7% 67 44.7%
Education Level
School level only 35 24.3% 35 24.3% 35 23.8%
Graduate 43 29.9% 43 29.9% 43 29.3%
Post graduate 66 45.8% 68 45.8% 69 46.9%
Work Status
Employed 92 64.3% 94 64.3% 95 64.6%
Unemployed 51 35.7% 52 35.7% 52 35.4%
Home Location
Rural 84 58.7% 86 58.7% 87 59.2%
Urban 59 41.3% 60 41.3% 60 40.8%
Family System
Joint 37 25.2% 35 23.8% 110 74.0%
Nuclear 110 74.8% 108 73.5% 37 25.2%
Monthly Income
< Rs*35k 8 5.6% 8 5.6% 8 5.4%
Rs.36-50k 78 54.2% 78 54.2% 78 53.1%
Above Rs.SOk 58 40.3% 60 40.3% 61 41.5%
• Rs = Rupees
For the purpose of the analyses the recipients who were currently living with their spouses or 
engaged were considered to be ‘in a relationship’ and those who were separated, widowed, 
divorced, or never married were considered single due to low representation of separated, 
widowed and divorcees. Most recipients were highly educated, with a high number of 
professionally qualified people and currently employed. In Pakistan, there are two main types of 
family setups categorized as joint and nuclear family systems. In a joint family system, a married
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couple along with their children lives with their parents and / or, brothers, sisters and their 
families share the same house. In a nuclear family, a couple and their children live independently 
in a separate house than that of their parents. Recipients’ family background/ refers to their 
native locality. Those, belonging to villages are categorized as ‘rural’ and those living in cities 
are referred to as ‘urban’.
Aim:
To find how most RTRs perceive their QoL and variability in self reports of satisfaction 
with QoL across demographic groups.
Method
QoL scores across three waves were analyzed using descriptive statistics. Demographic 
differences in perceived QoL among RTRs were explored using univariate analysis (independent 
sample t-tests and ANOVA).
Results
3.1 QoL among Renal Transplant Recipients
The results across all three waves over a period of 15 months indicated that most 
recipients are satisfied with their QoL after renal transplant and with the passage of wave; there 
is a slight increase in the satisfaction reports as indicated by their mean scores on QoL Index 
Table 3.2
Total Scores on the QoL Index at Wave 1, 2 & 3
QoL Scores N Minimum Maximum Mean S.D
QoL Wave 1 150 12.08 35.00 23.71 3.45
QoL Wave 2 147 16.41 29.35 23.74 2.62
QoL Wave 3 144 17.50 29.31 24.98 2.35
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Scores on QoL index ranged from a min 12.08 to a maximum of 30 in wave 1 which is 
also the minimum and maximum scores for all three waves. However, since no cut off points or 
ranges are given to interpret the scores, it is assumed that the higher the scores the better QoL. 
The findings suggest that overall most RTRs appeared to be satisfied in the four major domains 
of life as indicated by their respective scores on each subscale of QoL index.
Table 3.3
Scores on QoL Index subscales
QoL Subscales N Minimum Maximum Mean S.D
*HF Wave 1 146 12.09 31.97 23.98 3.23
HF Wave 2 145 15.88 29.47 23.80 2.85
HF Wave 3 144 17.37 29.69 24.80 2.59
*FS Wave 1 146 17.10 30.50 27.03 3.31
FS Wave 2 147 16.50 30.00 25.96 3.35
FS Wave 3 144 18.00 31.67 27.08 3.14
*SE Wave 1 146 9.93 28.21 21.09 3.55
SE Wave 2 147 12.21 28.93 22.01 3.21
SE Wave 3 144 15.07 28.21 23.71 2.63
*PS Wave 1 146 13.94 18.00 16.52 .774
PS Wave 2 147 13.90 18.00 16.76 .710
PS Wave 3 144 15.26 18.00 17.04 .608
*HF (Health Functioning), *FS (Family subscale),
*SE (Social & Economic), *PS (Psychological & Spiritual)
The sub-scale scores are not comparable in the sense that they all don’t have the same number of 
items and same max possible score. So the mean scores cannot be considered to reflect which 
domain is most satisfactory than others.
82
3.2 Demographic Factors and QoL
Subjective QoL encompasses an individual’s perception of physical and mental health. 
Thus, it includes the physical functional status, mental health/cognitive status, and social 
functioning that vary among groups of people with diverse demographic background and 
environmental conditions. Previous studies suggest that demographic factors, such as gender and 
‘being married’ (Ogutmen, Yildirim, & Sever, 2006; Rosenberger et al., 2005; Johnson, Wicks, 
Milstead, Hartwig, & Hathaway 1998; Matas et al., 2002), income and health care support 
(Chisholm et al., 2010), younger age, higher education level, being employed and married 
(White & Gallagher, 2010) found that are associated with better QoL. Keeping in view, the 
existing literature on socio-demographic factors influencing QoL of RTRs, the present study also 
analyzed these differences across three waves.
1. Age at Transplant The study found some significant negative correlations in 
recipients’ age and QoL satisfaction at wave 1 (r = -.165, p < .005) and waveS (r = - 
.223, p < .001), but not at wave 2, indicating that QoL satisfaction may decrease with 
age.
2. Gender Differences Significant gender differences were found among RTRs across 
all three waves. Males tend to be more satisfied with their QoL as compared to 
females, which is in confirmation with the existing literature reporting a lower QoL 
among females. (See table 3.4)
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Table 3.4
Gender Differences in QoL o f RTRs in Wave 1, 2 & 3
QoL Gender n Mean S.D t Sig d r
Wave 1 Male 99 23.97 2.79 2.805 .006 0.46 0.22
Female 48 22.48 3.41
Wave 2 Male 97 23.98 2.59 1.45 .149 0.25 0.12
Female 47 23.30 2.69
Wave 3 Male 94 25.38 2.20 3.00 .003 0.52 0.25
Female 47 24.15 2.47
Dependent variable: QoL
Overall, males reported more satisfaction with their QoL as compared to female 
recipients indicating that there is some contribution of gender in influencing 
subjective QoL, suggested by previous findings.
3. Marital Status The present study compared QoL among those who were currently in 
a relationship vs. single recipients. Single recipients also included those who were 
separated, divorced or widowed, but due to a very low representation of these 
recipients, a valid analysis could not be carried out to find differences in reported 
QoL.
The results showed that a significant differences in QoL on the basis of marital status 
only at wave 1, i.e. recipients who were in a relationship scored higher on QoL as 
compared to single recipients suggesting that living arrangements and relationship 
status does affect self-reports of satisfaction with QoL in a positive way. However, 
the t-test showed no significant difference in QoL among these two groups at wave 2 
and 3 of the study and in all cases the magnitude of the difference was ‘small’ in 
Cohen’s (1992) terms (See Table 3.5).
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Table 3.5
QoL & Marital Status o f RTRs at Wave 1, 2 & 3
QoL M. Status N Mean S.D t Sig d r
Wave 1 Married 69 23.90 2.39 2.158 .033 0.36 0.17
Single 75 22.86 3.29
Wave 2 Married 68 23.99 2.64 1.079 .282 0.18 0.09
Single 73 23.51 2.62
Wave 3 Married 68 25.28 2.05 1.804 .074 0.31 0.15
Single 70 24.56 2.56
Dependent variable; QoL
4. Education level The recipients were categorized in three groups according to their 
formal education.
a) High School included those RTRs who had school level education only.
b) Graduates included those recipients who had achieved a bachelor’s degree, i.e. 14 
years of formal education.
c) Post graduates included all those recipients who had completed 16 years of formal 
education achieving masters and / or professional studies.
A one way ANOVA test was carried out to see the differences in reported QoL 
satisfaction among these three groups. The results indicated that satisfaction reports 
did not differ from each other at any wave.
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Table 3.6
QoL and Education
QoL Scores Education N Means S.D F Sig il2
Wave 1 High School 35 22.41 3.53 F(2,144) = 4.35 0.15 .057
Graduate 43 23.20 2.60
Post graduate 69 24.20 2.96
Total 147 23.48 3.08
Wave 2 High Sehool 35 23.23 2.97 F(2,141) = 4.16 0.17 .056
Graduate 41 23.12 2.64
Post graduate 68 24.41 2.31
Total 144 23.76 2.63
Wave 3 High School 33 24.68 2.76 F(2,138) = 1.58 .208 .022
Graduate 41 24.59 2.26
Post graduate 67 25.34 2.18
Total 141 24.97 2.36
Dependent variable: QoL
The results indicated that being more educated did not increase satisfaction with their 
QoL. QoL did not differ among recipients with different levels of education, 
suggesting that level of education did not influence recipients’ QoL satisfaction.
5. Employment A majority of recipients in the present longitudinal study were currently 
employed and earning (n = 95, 64.6%).The results also indicated that employment 
status contributed to influence QoL satisfaction among RTRs. An independent t-test 
was carried out to see if there was a difference in QoL satisfaction of employed/ 
working and unemployed / non-working RTRs (see table 3.7).
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Table 3.7
QoL & Employment Status o f RTRs
QoL Work Status n Mean S.D t Sig d r
Wave 1 Working 95 24.04 2.81 3.056 .003 0.51 0.24
Not working 52 22.46 3.30
Wave 2 Working 106 24.01 2.53 2.206 .041 0.37 0.18
Not working 41 23.03 2.75
Wave 3 Working 93 25.36 2.21 2.602 .010 0.44 0.21
Not working 51 24.31 2.47
Dependent variable: QoL
There were significant differences in QoL satisfaction reports of working and non­
working recipients. Recipients who were currently employed and earning, appeared to 
be more satisfied with their QoL as compared to those who stayed home and did not 
work after transplant. This is a consistent pattern over 15 months, suggesting that 
resuming work after transplant improves subjective QoL.
6. Financial Conditions Financial condition and its impact on satisfaction with their 
QoL were analyzed by considering recipients’ monthly family income. The recipients 
were grouped in three categories according to their family monthly income group 1(< 
35,000 Rupees), group 2 (36-50,000 Rupees) and group 3 (above 50,000 Rupees). 
The results showed some mixed trends in QoL over time. (See table 3.8).
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Table 3.8
QoL Means o f RTRs and their Monthly Family Income in Rupees
MFl N Means S.D F Sig ri2
Wave 1 <35k 8 22.55 3.56 F (2, 144) = 4.777 .010 .062
36-50k 78 22.87 2.86
>50k 61 24.39 3.10
Total 147 23.48 3.08
Wave 2 <35k 8 21.62 2.96 F (2,141) = 5.053 .008 .067
36-50k 78 23.49 2.61
>50k 58 24.41 2.44
Total 144 23.76 2.63
Wave 3 <35k 8 26.24 2.88 F (2, 138) = 2.494 .086 .035
36-50k 76 24.62 2.46
>50k 57 25.26 2.06
Total 141 24.97 2.36
Dependent variable: QoL
The above table shows that recipients with high monthly income reported more 
satisfaction with their QoL as compared to those with less finances at wave 1 and 2 but 
not at wave 3, reflecting an inconsistent pattern..
Discussion:
The findings about the demographic differences in perceived QoL are in confirmation with the 
existing literature. The present study found that older recipients reported a lower QoL as 
compared to younger RTRs. Age at transplant is considered as an important indicator of QoL in 
both psychological and clinical context. Jofi'e, Lopez-Gomez, and Valderrabano (2000) 
suggested that age and co morbidity had a considerable influence on changes in QoL after 
transplantation.
Similarly, some significant gender differences in QoL reflected females reporting to be less 
satisfied as compared to males. This trend has been consistently found among transplant 
recipients. Research suggests that female recipients report a lower QoL compared to males. 
Johnson,Wicks, Milstead, Hartwig, and Hathaway (1998) found that women scored consistently 
lower than men on most QoL measures. Despite improvement in QoL, considerable gender 
differences existed among renal transplant recipients. Previous studies indicate that being 
married in the pre-transplant period is associated with positive outcome for the graft, but not for 
the recipient survival (Naiman, Baird, and Isaacs 2007). This finding is supported to some extent 
as a consistent pattern of significant difference in QoL in single vs. those in a relationship 
couldn’t be observed at all three waves. QoL satisfaction is also attributed to the recipients’ 
education level. Studies have found difference in kidney transplantation outcome between 
different socioeconomic and educational classes. Mistretta, Veroux, Grosso , Contarino, and 
Biondi et al. (2009) found a significant improvement in graft and recipient survival with 
increased educational achievement level. The ability to resume and cope with work after 
transplantation is associated with feelings of normalcy and worth that enhances their self esteem. 
Therefore, resumption of work is deemed to be a highly significant component of QoL (Jofte et 
al., 2000). This claim is also supported in this longitudinal study since recipients who were 
currently employed and earning, appeared to be more satisfied with their QoL as compared to 
those who stayed home and did not work after transplant. Being employed and earning is closely 
associated to financial conditions which play a significant role after transplant regarding issues 
of affordability of quality health care and medication compliance. Finances are a major concern 
particularly in developing countries like Pakistan, where treatment costs are not covered by 
health insurance or any government health care policy. This trend is apparent in RTRs perceived
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QoL, as those with a higher monthly income tend to be more satisfied than those with lesser 
finances, thus confirming the role of better financial condition in increasing QoL satisfaction.
Conclusion
The analysis of socio-demographic factors influencing QoL shows that these factors do 
contribute towards subjective QoL. The individual differences in satisfaction with QoL as 
indicated by QoL index scores despite similar health status can be attributed partly to socio­
demographic factors. In the analyses conducted so far it is notable that where statistically 
significant differences have been found these are generally detecting relatively small effects. 
Corrections to protect against Type 1 error rate have not been employed and, had they been, it is 
likely that few of these effects would have remained reliable. Having said this, the patterns in the 
data are consistent with expectations based on the past literature. The next chapter will look at 
the clinical factors and find if demographic differences exist in clinical conditions after 
transplant.
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CH 4
Clinical Factors and Quality of Life 
Subjective QoL includes both psychological and physical well-being. Transplantation aims to 
improve physical health that is the major concern of the recipient and family. The study included 
clinical information about the pre and post-transplant phases along with other medical factors 
considered to be associated with the efficacy of renal transplantation. The purpose was to find 
the relative contribution of clinical variables, including renal functions and general health 
indicators to subjective QoL. It was found that the participants were currently on three groups of 
immunosuppressant protocol. Transplant recipients are administered immunosuppressant 
medication to suppress their natural immune system to keep the graft safe and functioning 
without the immune system rejecting this foreign organ. The medication administered included 
two immunosuppressant drugs, a conventional drug (cyclosporine) and a newer drug (Mefotonil) 
along with steroids. By the time of the 3^  ^assessment, many recipients were either tapered off or 
had reduced their steroid dose, which is mostly prescribed in the first year after transplant. 
Moreover, some recipients had developed high blood pressure that is considered to be a side 
effect of the immunosuppressants and so these recipients were prescribed anti-hypertension 
medicines.
Aim: To find if RTRs with normal graft functioning and similar health status differ in their self- 
report of QoL satisfaction.
The clinical data included the recipients’ transplant characteristics, health indicators and renal 
functions are presented in table 4.1.
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Table. 4.1
Clinical/ Medical Characteristics o f the Recipients.
Variables Frequencies Percentage
Medication Group
Cyclosporine 33 22.4
& Mefotonil
Cyclosporine 18 12.2
only
Cyclosporine, 96 65.3
Mefotonil & Steroid
Cause of Renal
Failure
Blood Pressure 86 58.5
"Nephrotoxicity 35 23.8
Unknown 21 14.3
Duration of ESRCf'
1-4 years 105 71.4
5 years & above 42 2&6
Donor Gender
Males 84 57.5
Females 62 42.5
Type of Transplant
Living Un-related donor 76 52.1
Living Related donor 70 47.9
Post-Transplant Time
6-11 months 23 15.8
1 -4  years 110 73.3
5 years & above
Duration of Dialysis
No Dialysis 18 12.2
< 6 months 110 73.3
>6 months 19 12.9
*Nephrotoxity (drug-induced renal failure) 
*'‘ESRD (End Stage Renal Disease)
Method
The clinical data included information about recipients’ renal function and transplant related 
factors that affect health status. The clinical data was grouped into three categories for analysis, 
group 1, transplant related characteristics
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The clinical data across three waves was analyzed using descriptive statistics to find the pattern 
of renal functions, general health indicators and transplant related characteristics and differences 
in groups of RTRs using univariate analysis (independent sample t-tests and ANOVA). Kidney 
functioning was calculated by measuring level of serum creatinine in the blood, and the grading 
criteria of renal clinic ranging from A-D with A= excellent(less than 1.0 mg dL), B= good (1.1 
to 1.3 mg dL) C =satisfactory (1.4 mg dL) and D= poor (< 1.4 mg dL), (dL = milligrams per 
deciliter of blood (mg/dL) indicating cause for concern.
Results
The results indicate that most of the RTRs had healthy functioning of the transplanted 
kidney as indicated by creatinine levels and blood urea. Renal functions are the most important 
indicators of health functioning after a renal transplant. The level of Serum creatinine in the 
blood mainly indicates how well the kidney is functioning. Relationships among QoL and renal 
functions were also explored.
Moreover, improved graft functioning is also confirmed by recipients’ hemoglobin levels 
as the kidney is responsible for making hemoglobin. Normal blood sugar and cholesterol levels 
are indicative of minimal side effects of anti-rejection medications that often cause increased 
cholesterol in RTRs (See table 4.2).
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Table 4.2
Medical Indicators associated with Renal Transplantation
Variables
Wave 1 
Mean S.D
Wave 2 
Mean S.D
Wave 3 
Mean S.D Normal Range
Creatinine levels 1.1 .26 1.04 .183 1.17 .158 0.5-1.4 mg/dL
Blood urea 34.9 6.11 32.63 5.95 35.75 3.91 15- 45 mg/dL
Hemoglobin 12.9 1.66 13.83 1.09 13.73 1.01 M = 14-16 
F =12-15
Blood Sugar 
random
140.3 60.77 127.5 28.3 124.5 24.4 70-180 mg/dL
Uric acid 5.1 1.23 4.78 .954 4.3 .782 M=3.4-7 mg/dL 
F= 2.4-5.7 mg/dL
Cholesterol 169.0 26.28 164.3 23.3 162.7 24.3 100-200 mg/dL
The above table shows that most RTRs had their renal functions, hamoglobin, blood 
sugar, and cholesterol levels within normal ranges reflective of their normal health status and 
good functioning of the transplanted kidney.
1. Renal Functions (Creatinine Levels):
The main indicator of good graft functioning is serum creatinine. The results showed that 
most RTRs had their creatinine levels in the normal range (See table 4.3).
Table 4.3
Creatinine levels among RTRs
Creatinine Levels
Wave 1
Percent
Wave 2
Percent
Wave 3
PercentFrequency Frequency Frequency
Normal <1.4 mg/dL 120 80.0 138 92.0 137 91.3
High > 1.4 mg/dL 26 17.3 7 4.7 7 4.7
Total 146 97.3 145 96.7 144 96.0
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The high percentage of normal creatinine levels indicative of good graft functioning 
confirms the efficacy of renal transplantation in a developing country like Pakistan.
a) Gender differences in renal functions'. The findings indicated some significant 
gender differences in renal functions as reflected by their creatinine levels.
Table 4.4
Cross tabulation Gender Differences in Creatinine Levels
*Creatinine 
Level Wave 1
Creatinine 
Level Wave 2
Creatinine 
Level Wave 3
Gender *Normal *High Total Normal High Total Normal High Total
Male 77 22 99 91 6 97 89 7 96
Female 43 4 47 47 1 48 48 0 48
Total 120 26 146 138 7 145 137 7 144
*  Creatinine levels) "^Normal =  <1.4 *High = >1.4
The study found that there were significant gender differences in renal function as 
reflected by their creatinine levels at wave 1 and 3 but not at wave 2. Females appeared to 
have better renal function with lower creatinine levels than males. The criteria /range of 
normal creatinine levels are the same for both genders.
Table 4.5
Gender Differences in Renal Functions (creatinine level)
Creatinine Gender N Mean S.D t df Sig d r
Wave 1 Male 99 1.19 .262 2.850 144 .005 0.49 0.23
Female 47 1.07 .224
Wave 2 Male 98 1.07 .196 1.865 144 .064 0.33 0.16
Female 48 1.01 .161
Wave 3 Male 96 1.19 .166 2.333 142 .021 0.39 0.19
Female 48 1.13 .135
Dependent variable: QoL
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The above tables shows that overall, females tend to have better graft functioning as 
reflected by lower creatinine levels as compared to male recipients.
b) Age and Renal Function: The study also asked whether renal function post­
transplant differed among different age groups of RTRs. The results showed the older 
recipients had higher levels of serum creatinine indicative of poor graft functioning 
(See Figure 1.1 below).
 Creatinine levels Time 1
 Creatinine levels Time 2
 creatinine levels Time 3
1.80-
1.60-
1.40-
c
(0
0>
S
1.20-
1.00-
0.80-
t>ek)w 25 years 26-35 years 36-45 years 46 years & atxjve
category of age
Error bars: 95%  01
Figure 1.1 Graph indicating Creatinine levels among age groups o f RTRs
Key: y-axis indicating Creatinine levels. Normal range (0.80-1.4mg/dL) high range (>
1.4mg/dL)
It appears that graft functioning deteriorates with increasing age. Significant positive 
correlations were also found between age and renal functioning. (See table 4.6)
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Table 4.6
Correlations among Age & Renal Functions
Creatinine T-1 Creatinine T-2 Creatinine T-3
Age Wave 1 .195* .696** .779**
Age Wave 2 .688" .748**
Age Wave 3 .747**
**p<.001, *p<.005
The above table shows that creatinine levels seem to be high among older recipients. QoL 
and renal functions were analyzed to find if recipients with normal and above normal 
range of renal functions differ in QoL satisfaction. (See table 4.7)
Table 4.7
QoL and Renal Functions 
QoL Creatinine level N Mean S.D F Sig r|2
Wave 1 Normal 
< 1.4mg/dL
High > 
1.4mg/dL
120
26
23.52
23.21
3.14
2.83
F ( 2 , 142) = 013 .909 .000
Wave 2 Normal < 118 23.73 2.71 F(l, 142) =1.878 .173 .013
1.4mg/dL
High > 26 23.88 2.30
1.4mg/Dl
Wave 3 Normal < 137 25.08 2.34 F(l, 142) =4.412 .037 .051
1.4mg/dL
High > 7 23.18 2.06
1.4mg/dL
Dependent variable: QoL
The above table shows that recipients with normal and high creatinine levels did not 
differ in QoL at wave 1 and 2, except at wave 3. The small effect size shows that this 
difference is not fully explained by their creatinine levels.
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2. Cyclosporine (Immunosuppressant) Levels:
Cyclosporine is the immunosuppressant drug administered to RTRs in Pakistan. It is an 
old/classic medicine with more side effects than newer ones used in the developed western 
countries. Cyclosporine levels are indicators of immunosuppressant medication compliance. The 
clinical data included recipients’ blood cyclosporine levels at time 3 only. Most recipients had 
their cyclosporine levels in the required range. Recipients’ cyclosporine levels above the normal 
range indicated an increased dose recommended by nephrologists to manage/adjust increased 
creatinine levels (< 1.4 mg/dL) for a limited time rather than patients overdosing on the 
medication. Compliance with recommended dosage of cyclosporine is associated with a good 
renal functioning by maintaining lower levels of creatinine. The study also looked at whether 
deviations in cyclosporine levels affected renal functioning as indicated by creatinine levels. A 
cross tabulation of cyclosporine levels and renal function at time 3 showed their creatinine levels 
in the required range <1.4 mg/dL, but since most RTRs had a normal range of cyclosporine, a 
comparison with those above or below normal range, could not be made. (See table 4.8).
Table 4.8
Cross Tabulation Creatinine & Cyclosporine levels among RTRs
Creatinine CvclosDorine Levels
Levels Normal range High Low Total
Normal <1.4mg/dL 136 1 0 137
Poor >1.4 mg/dL 5 1 1 7
Total 141 2 1 144
The above table also shows that most recipients had their renal functions and cyclosporine levels 
in the recommended range reflective of their medication compliance and efficacy of 
transplantation respectively.
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3. Health Indicators of RTRs and QoL 
The study involved clinical data including recipients’ blood pressure, cholesterol levels, 
blood sugar and body weight to identify the vulnerable socio-demographic group to develop co 
morbid conditions post transplant to develop awareness about the significance of general health 
indicators for improved graft functioning and health care post transplant.
a) Blood Pressure: The study included clinical information about recipients’ blood pressure 
at time three because prolonged use of cyclosporine is associated with high blood 
pressure as a side effect. The data showed that most recipients had their blood pressure 
readings in the normal range.
Table 4.9
Descriptives o f Blood Pressure Readings ofRTRs
Blood Pressure N Mean Median Mode S.D Minimum Maximum Percent
Systolic 144 133.49 132 130 8.93 118 156
Diastolic 144 83.29 82 80 5.08 67 96
Normal 103 71.5
High 41 28.5
Total 144
The above table shows that a majority of recipients had their blood pressure in the normal 
range indicative of a good health and normal graft functioning. The differences in QoL 
among recipients with normal and high blood pressures were analyzed. The results 
showed that RTRs with normal blood pressure tend to report more satisfaction with their 
QoL (M = 25.24, S.D = 2.23) as compared to those with high blood pressure (M= 24.34,
S.D -  2.55, t (142) = 2.102, p = .037, d = 0.37, r = 0.18).
Since the blood pressure levels were only recorded at wave 3 of data collection, a 
consistent pattern of its impact on QoL could not be recorded. There were significant
99
gender differences in systolic and diastolic blood pressure readings, reflecting that male 
recipients had higher blood pressure levels as compared to the female recipients.
Table 4.10
Gender differences in blood pressure of RTRs
Gender Blood Pressure Means S.D t df Sig.(2-tailed) d r
Male Systolic 135.03 9.5 3.004 142 .003 0.56 0.27
Diastolic 84.13 5.3 2.861 .005 0.52 0.25
Female Systolic 130.41 6.6
Diastolic 81.62 4.0
The results also showed a significant positive correlation between recipients’ age and 
blood pressure, r = .715, p = .000 suggesting that older age is associated with increase in 
blood pressure.
b) Cholesterol Levels: Cholesterol levels among RTRs are usually considered as a side 
effect of the immunosuppressant ‘Cyclosporine’ which is mostly administered in 
Pakistan. It is known to cause hyperlipidemia (increased level of fats) among the 
recipients. The study investigated whether recipients’ cholesterol levels are associated 
with their cyclosporine levels to determine any relationship between these clinical 
variables. The results showed no significant correlation between cholesterol and 
cyclosporine levels among RTRs, r = .133, p = .11, suggesting that cyclosporine cannot 
be assumed to influence recipients’ cholesterol levels. The cholesterol levels were 
recorded across 3 waves to find changes over time. It was found that most RTRs had their 
cholesterol levels in the normal range (below 200 mg/dL %) without medication 
indicative of their care and concern about general health as well as minimal occurrence of 
this common side effect in the group using cyclosporine.
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Table 4.11
Cholesterol levels among RTRs
Cholesterol N Minimum Maximum Mean S.D
Wave 1 146 103.00 288.00 mg/dL 169.04 26.27
Wave 2 146 103.00 234.00 mg/dL 164.34 23.38
Wave 3 144 100.00 256.00 mg/dL 162.75 24.36
The above table shows that the mean cholesterol levels are below 200 mg/dL, reflecting 
good general health. Although they tend to be at a high risk to develop hyperlipidemia i.e. 
increased cholesterol as a common side effect of immunosuppressant (cyclosporine), but 
they seem to control their cholesterol levels indicative of their health promoting 
behaviour. Since cholesterol levels also increase with age besides being a side effect of 
cyclosporine, correlations were carried out. (See table 4.12)
Table 4.12
Correlations among Age & Cholesterol levels
Cholesterol W-1 Cholesterol W-2 Cholesterol W-3
Age Wave 1 .282" .636" .474**
Age Wave 2 .644** .473**
Age Wave 3 .466**
** p < .001, * p < .005
Significant positive correlations suggest that cholesterol levels tend to increase with age. 
However, no significant correlations were found among QoL and cholesterol levels, 
(wave 1, r = .014, p = .866, wave 2, r = .022, p = 794, wave 3, r = .136, p = .104) 
reflecting that cholesterol levels did not influence QoL satisfaction nor it differed among 
recipients with high and normal cholesterol levels at any time suggesting no impact of 
physical health on subjective QoL.
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c) Blood Sugar Levels: The common co morbidities also include diabetes. Since any co- 
morbid condition can influence the transplant outcome in a negative way, so, recipients’ 
random blood sugar levels were also included as a health indicator. Most RTRs had their 
blood sugar levels in the normal range (< 180 mg/ dL) at all assessments.
Table 4.13
Blood Sugar Levels among RTRs
Blood Sugar 
Random N Minimum Maximum Mean S.D
Normal 
% < 180 mg
High
% > 180 mg
Wave 1 145 80 455 140.33 60.77 88.4 11.6
Wave 2 146 82 190 127.59 28.35 95.3 2.7
Wave 3 144 65 200 124.78 25.05 96.5 3.5
The non-fasting blood sugar was included in the study as a general health indicator for 
studying if recipients with high sugar levels differed in their QoL satisfaction than those 
with normal levels of blood sugar. The results showed no association in QoL and 
recipients’ blood sugar levels at wave l(r = -.035, p = .672) and wave 2 (r = -.050, p = 
.544), whereas at wave 3 (r = -.206, p =.013) QoL decreased among those with high sugar 
levels.
d) Body Weight: Transplant recipients tend to gain excessive weight and become obese as a 
common side effect of cyclosporine taken as a mandatory immunosuppressant. The 
prevalence of this side effect among RTRs was also assessed as a health indicator in this 
longitudinal study.. The clinic record provided information about recipients weight in two 
categories including ‘in normal range’ and ‘overweight’ determined by their body mass 
index (B.M.I). The values and cut of scores for B.M.I were followed as given by the 
Pakistan medical and dentistry council (PMDC). The renal clinic categorized recipients
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with a BMI of 23 kg/m2 or greater as ‘overweight’, and those having a BMI of 27 kg/m2 
or greater were considered’ obese’. BMI cut off values were (22.1 kg/m2 for men and 
22.9 kg/m2 for women). Recipients exceeding B.M.I according to their height and weight 
were grouped as ‘being overweight’. The data showed that most RTRs were not over 
weight (n = 77, 53%) but 67 recipients (46%) did exceed the required BMI and were 
considered to be overweight. There were no significant gender differences (%^ (1) = .349, 
p= .555) in overweight recipients but QoL satisfaction differed among the overweight 
and those with normal body weight.
A t-test was carried out and the results indicated that recipients with normal body weight 
appeared to be more satisfied with their QoL (M = 25.35, S.D = 2.18) as compared to the 
overweight RTRs (M = 24.56, S.D = 2.49), t (142) = 2.016, p = .046, d = 0.33, r = 0.16, 
suggesting that QoL satisfaction differed among groups of recipients on the basis of their 
body weights.
Discussion
Correlates of demographic variables and transplant related clinical variables were 
analyzed to understand the extent and contribution of these variables in influencing subjective 
QoL. The importance of this is to ensure that when the more psychologically interesting 
correlates of QoL are studied these somewhat more fixed and immutable factors are not 
overlooked. Renal function (serum creatinine) that is assumed to be the most important indicator 
of health post transplant did not appear to influence perceived QoL to any great extent, 
suggesting that subjective QoL is not a direct reflection of physical condition. The reason can be 
attributed to the fact that physical well-being and health is not affected until creatinine levels 
become extremely high for a long period of time. Transitory fluctuations in serum creatinine do
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not cause any significant deterioration in the recipients’ health. Moreover, the sample were 
deliberately chosen to be those whose transplant had been successful so there were relatively few 
people in the sample whose clinical variables were ‘poor’, so the impact of poor kidney functions 
on QoL couldn’t be observed.
A negative relationship between recipients’ age at transplant and QoL reflects that 
satisfaction with QoL decreases with increasing age. Several studies have associated increased 
age with poorer physical dimension QoL and general health (Fujisawa, Ichikawa, &Yoshiya 
2000; Littlefield, Abbey, & Fiducia, 1996; Rosenberger et al, 2005; Rebollo, Ortega, Baltar et 
al., 2000). The findings are consistent with previous research that young recipients tend to be 
more satisfied with their QoL as compared to older age groups.
Recipients’ gender appeared to be a significant predictor in this study, which is consistent 
with previous findings that male gender is associated with better QoL outcomes post­
transplantation (Ogutmen, Yildirim, Sever, 2006, Rosenberger, van Dijk, Nagyova, et al.2005; 
Johnson, Wicks, Milstead, & Hartwig, & Hathaway 1998; Matas, Halbert, Barr et al. 2002). The 
reasons for gender differences are sometimes attributed to sex roles in a specific culture but some 
studies report that sex roles do not explain gender differences in QoL. Johnson, Wicks, Milstead, 
Hartwig and Hathaway (1998) found that women scored consistently lower than men on most 
QoL measures at baseline with greater improvement in functional ability while perceptions of 
self-image remained low. There is ongoing debate to explain the reasons for women scoring low 
on QoL measures.
The impact of health indicators indicated that blood pressure appeared to be a significant 
correlate of QoL and recipients with normal blood pressure levels reported more satisfaction 
with QoL as compared to those with high blood pressure. No significant differences in QoL
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were found among RTRs with normal and high cholesterol and blood sugar levels. Only at wave 
3, recipients with normal blood sugar levels appeared to be more satisfied than those with high 
sugar levels, so it cannot be assumed that cholesterol and blood sugar levels influence subjective 
QoL in any simple direct way.
Conclusion
The clinical factors did not influence recipients’ satisfaction with their QoL because the 
sample’s health was relatively good so there was little variability in the clinical variables. Also a 
blood pressure effect was found, though this maybe the result of people with poor QoL having 
raised BP because of this or vice versa. Therefore, keeping in view, the aim to find what factors 
influence perceived QoL and varied levels of satisfaction with similar physical health status 
among RTRs, the psychosocial variables were analyzed next.
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CH: 5
Psychosocial Factors and QoL
Introduction
After examining the contribution of demographic and clinical factors in influencing QoL 
satisfaction, the impact of psychosocial aspects including their PHS (Perceived Health Status), 
Life Orientation (Optimism), Depression levels, and Conscientiousness on QoL was studied.
This chapter also explains the demographic differences in psychological well-being of the RTRs 
differing in QoL satisfaction. The psychosocial assessment comprised of measuring the 
following constructs;
1. Depression: An affective state of the individual with the predominant mood being 
sad, low, and pessimistic about self, others and fixture.
2. PHS: Recipients’ self reports/ ratings of their experience of frequency and occurrence 
of common adverse side effects of immunosuppressants, self medication and 
compliant behavior.
3. Life Orientation: Individual’s perceptions of self, others and life in general, 
particularly his/ her attitude and approach towards past, present and fixture.
4. Conscientiousness: The personality trait reflecting the extent to which a person is 
organized, careful, self-disciplined, and responsible.
The purpose of measuring the above psychosocial constructs was, firstly; to find the extent of 
influence exerted by these variables in increasing or decreasing satisfaction with QoL, and 
secondly; to explain individual differences in psychosocial aspects among groups of RTRs.
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Chapter 3, has explained perceived QoL among RTRs, and their satisfaction with four 
major domains i.e. Health functioning, psychological and spiritual well-being, family life, social 
and economic condition.
Aims:
The aim is to investigate if QoL varies across a sample of kidney transplant recipients? If, so 
what psychosocial factors affect variability in perceived quality of life
Research Questions
f) Do depression levels affect QoL satisfaction?
g) Do Conscientious renal transplant recipients report a better QoL?
h) Does Perceived health status affect QoL satisfaction among RTRs?
i) Does Life orientation affect RTRs satisfaction with QoL?
This chapter will also look at demographic differences in psychosocial factors among groups of 
RTRs.
Method
This chapter will look at the associations among QoL and the psychosocial measures 
across 3 waves to see if there is a consistent pattern of correlation over time. Descriptive 
statistics and univariate analyses are carried out to find demographic differences in psychosocial 
factors among groups of RTRs.
Results
There were significant correlations found among QoL satisfaction and the psychosocial 
factors, indicating that satisfaction with QoL is significantly influenced by one’s psychosocial 
aspects. (See table 5.1)
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The negative correlations among QoL and depression levels show that depressed recipients tend 
to be less satisfied with their QoL or vice versa, across all three waves. The positive correlations 
among PHS, Life orientation and Conscientiousness and QoL indicate that recipients with a good 
perception of their health, optimistic attitude towards life and more conscientious tend to be 
more satisfied with their QoL at most times. These significant associations do not clarify 
causation. For example, whether depressed recipients are less satisfied with QoL or those with a 
poor QoL tend to be depressed. Similarly, it is not known if RTRs with a more satisfied QoL 
tend to be more optimistic or vice versa. To examine causal directions among these variables, the 
next chapter will look at the ‘predictors of QoL’ and clarify causal priorities.
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5.1 Demographic Factors & Psychosocial Aspects among RTRs
The relationships among demographic factors that include both ‘individual and environmental 
characteristics’ were explored to analyze their impact on physical health and overall satisfaction 
with life after transplant. The theoretical framework of Wilson and Cleary (1995) was used 
which is a causal pathway model linking clinical variables to QoL in order to connect objective 
measurement with subjective experience. This model classifies health outcome measures into 
five levels, including; biological and physiological factors, symptoms, functioning, general 
health perceptions, and overall QoL (Souza and Kwok 2006). The revised model explaining QoL 
among individuals with chronic health conditions is as follows:
Fig. 5 A The Revised Wilson & Cleary Model of HRQoL
FunctionalSymptoms
Characteristics of 
the environment ;
General
health
perceptions
The original model was revised in three substantive ways: (a) indicating that biological 
function is influenced by characteristics of both individuals and environments; (b) deleting
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nonmedical factors; and (c) deleting the labels on the arrows that tend to restrict characterization 
of the relationships (Ferrans, Zerwic, Wilbur, and Larson 2005).
According to this model, there are four main determinants of overall QoL: biological 
function, symptoms, functional status, and general health perceptions. Characteristics of the 
individual and characteristics of the environment influence all of these determinants, as well as 
QoL. Biological function includes the physiological processes that support life (Ferrans et al., 
2005) and is the most fundamental determinant of health status (Wilson & Cleary, 1995). 
Alterations in biological function can influence subsequent determinants of QoL e.g. symptoms, 
functional status, and general health perceptions. The goal of treatment / intervention is to 
improve physical health status (Souza and Kwok 2006). The Wilson and Cleary model suggests 
that the characteristics of the individual and environment are important determinants of 
perceived QoL. To find how individual and environmental (demographics) factors affect the 
psychological well-being and QoL satisfaction of RTRs, depression levels, PHS, life orientation 
and conscientiousness were measured. The recipients’ self -reports on psychological measures 
are presented in table 5.3.
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Table 5.3
Descriptive Statistics for the Psychological Measures at Waves 1, 2 & 3
Measures N Minimum Maximum Mean S.D Normal Range/ Medians
*BDIWave 1 146 2.00 32.00 10.84 5.58 0-9 min
BDI Wave 2 147 3.00 27.00 11.90 5.19 10-18 mild
BDI Wave 3 144 3.00 19.00 9.50 4.00 19-29 moderate 
30-63 severe
*PHS Wave 1 146 19.00 37.00 29.78 3.51 30.00
PHS Wave 2 147 21.00 36.00 28.61 2.94 29.00
PHS Wave 3 144 22.00 38.00 30.84 3.64 31.00
*LOT-R Wave 1 146 7.00 20.00 14.13 3.84 16.00
LOT-R Wave 2 146 2.00 22.00 14.69 4.44 16.00
LOT-R Wave 3 144 7.00 19.00 14.51 2.65 15.00
*CS Wave 1 143 2.11 4.55 3.41 0.47 3.44
CS Wave 2 147 2.22 4.44 3.40 0.39 3.44
CS Wave 3 144 2.22 4.11 3.43 0.36 3.44
*  BDI (Beck Depression Inventory), PHS (Perceived Health Status), LOT-R (Life Orientation Test- 
Revised), CS (Conscientiousness Scale)
The above table shows RTRs reported ‘mild’ depression indicated by their mean scores, 
at each Wave of assessment, reflective of their emotional/ affective well-being. The medians of 
each psychosocial measure also reflect that most RTRs had a good PHS, positive life orientation 
and were highly conscientious. Some significant associations were also found among 
psychosocial factors.
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Table 5.4
Correlations among Psychosocial Measures at Wave 1, 2 & 3
PHSwl PHSw2 PHSw3 LOTwl L0Tlw2 L0Tw3 CSwl CSw2 CSw3
B.D.I wl -.316" -.331" -.386** -.625" -.369" -.400** -.128 -.095 -.066
B.D.I w2 -.421" -.476" -.449** -.267** -.527** -.521" -.110 -.239" -.252"
B.D.I w3 -.392" -.198* -.451" -.298** -.269** -.231" .000 -.204* -.149
PHSwl -.414" -.339" .357** .339" .361" .072 .085 .102
PHSw2 .440** .169* .356" .354" .160 .067 .085
PHSw3 .153 .292** .262** .038 .018 .045
LOTwl .270** .344" .158 .151 .139
L0Tw2 .839** .131 .223** .244**
L0Tw3 .166 .225" .223**
CSwl .397" .298**
CSw2 .839"
**p < .001, *p< .005
Depression levels were found to be negatively correlated with PHS, life orientation and 
conscientiousness. It reflects that recipients with a poor perception of health, i.e. experiencing 
frequent and severe medication side effects, having a pessimistic attitude towards life in general 
and less conscientious, tend to be more depressed. Significant positive correlations among PHS 
and life orientations indicate that recipients with an optimistic approach towards life have good 
perceptions of health status .Similarly, the significant association among life orientation and 
conscientiousness at wave 2 and 3, point out that those who are more conscientious tend to be 
more optimistic as well. However, conscientiousness did not correlate to PHS at any time. These 
significant associations among QoL satisfaction and psychological constructs have raised the 
question of finding if they mean the same thing or are these distinct constructs. Causal priorities 
among QoL and psychosocial factors will be looked upon to differentiate these as separate 
concepts.
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1. Depression among Renal Transplant Recipients
The present study investigated depression levels after renal transplant over a period of 15 
months. The results showed a pattern indicating a reduction in recipients’ depression 
levels with time. The severity of depression seemed to decrease with increasing time 
since transplantation. Most recipients (94.5 %) at wave 1 either reported minimal or mild 
level of depression with only a few (4.8%) reporting moderate and just one case of severe 
depression. The self-reports of depression improved in wave 2 where most recipients 
reported minimal and mild depression and few reporting moderate depression but not a 
single case of severe depression. Interestingly, at wave 3, all recipients (100%) either 
reported minimal or mild depression only. There are no cases reporting moderate or 
severe depression, indicating an improvement in recipients’ affective condition with the 
passage of time. (See table 5.5)
Table 5.5
Depression Scores on B.D.I II at Wave 1, 2 & 3
B.D.I Ranges
Wavel
Frequency Percent
Wave 2 
Frequency Percent
Wave 3 
Frequency Percent
Minimal 0-13 101 69.2 95 64.6 113 78.5
Mild 14-19 37 25.3
40
27.2 31 21.5
Moderate 20-28 7 4.8
12
8.2 0 0
Severe 29-63 1 .7 0 0 0 0
Total 146 100 150 100 144 100
The findings revealed some significant negative correlations in depression and QoL 
across three waves.
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Table 5.6
Correlations among Depression & QoL
DepressionWavel Depression Wave 2 Depression Wave 3
QoL Wave 1 -.689" -.242** -.379**
QoL Wave 2 -.372** -.532** -.290**
QoL Wave 3 -.336" -.372" -.538"
**p < .001
The negative correlations among depression and QoL indicate that recipients who are less 
satisfied with their QoL tend to be more depressed or vice versa. A correlation of 0.689 at wave 
1 seems very close to the theoretical attenuated maximum. The attenuated correlation between 
QoL index and BDI II is 0.80. This means that QoL and depression are very highly correlated 
with each other at any one time point, suggesting a strong overlap in these constructs. Since 
depression doesn’t appear to cause QoL or vice versa it is more evidence suggesting that QoL 
and depression could be aspects of the same thing rather than separate constructs.
Since, these correlations reflect that both depression & subjective QoL may be aspects of 
the same thing, so, it can’t be said whether a less satisfied QoL is causing depression or its 
depression that lowers their QoL satisfaction .
The issues of causal priority will be explained in the following chapter on ‘predictors of 
QoL’. Since, depression can be considered as a potential risk factor for negatively influencing 
life satisfaction, it is important to identify vulnerable groups of recipients who tend to be more 
depressed. The study analyzed how demographic factors are associated with depressive 
symptoms in kidney transplant recipients.
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1.1 Depression & Demographic Factors
The study analyzed individual differences psychological consequences post-transplant 
based on their demographics to find their contribution in influencing over all subjective well­
being.
a) Age & Depression: Research in transplant outcomes suggests that depression 
increases with age. (Kusleikaite, Bumblyte and Pakalnyte, 2007) reported that 
depression was associated with a lower QoL. Patients with depression were older and 
had a worse graft function. There is a significant positive correlation in age and 
depression level, wavel, r = .359, p =<.001, wave 2, r = .529, p =< .001, and wave 3, 
r = .445, p < .001.
20-
15-
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5 -
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B.D.I II Score Time 2 
B.D.I II Score Time 3
Figure 5: Age groups & Mean scores B.D.I 11, Wave 1, 2 & 3
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The above graph clearly reflects that depression levels tend to increase with recipients’ 
age. A visible difference is indicated particularly between recipients below the age of 25 
years and those above 46 years. Younger recipients tend to be less depressed as compared 
to older ones. There are significant positive correlations in recipients’ age and their 
depression levels at each Wave of assessment. Depression and age correlated at all three 
Waves (wavel, r = .359, p < .001, wave 2, r=  .358, p < .001 and wave 3, r = .311, p < 
.001) suggesting that depression levels increase with age..
b) Gender differences in depression: There are significant gender differences found at all 
three points of assessment. Females appeared to be more depressed throughout the study 
as compared to male recipients.
Table 5.7
Gender differences in depression among RTRs at Wave 1, 2 & 3
B.D.111 Scores Gender N Means S.D t df Sig d r
Wave 1 Male 98 10.14 5.00 -2.169 144 .032 -0.36 -0.18
Female 48 12.25 6.44
Total 146 10.84 5.58
Wave 2 Male 97 11.05 5.02 -2.829 145 .005 -0.48 -0.23
Female 47 13.53 5.27
Total 144 11.86 5.22
Wave 3 Male 94 8.60 3.61 -3.871 142 .000 -0.66 -0.31
Female 47 11.23 4.29
Total 141 9.48 4.03
Dependent variable; Depression
Marital status & depression: No significant differences were found among RTRs on the 
basis of their marital status. RTRs currently ‘in a relationship’ did not report less 
depression as compared to singles (never married, separated, divorced and widow).
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Table 5.8
Marital Status and Depression
B.D.I II Scores Marital Status N Means S.D t df Sig d r
Wave 1 In a relationship 69 10.78 5.19 -.047 142 .963 -0.00 -0.00
Single 75 10.83 5.98
Wave 2 In a relationship 80 12.21 4.59 .784 145 .434 0.12 0.06
Single 67 11.54 5.84
Wave 3 In a relationship 77 9.01 3.16 -1.596 142 .113 -0.26 -0.13
Single 67 10.07 4.75
Dependent variable; Depression
The present study had a low representation of divorced, widowed and separated 
recipients, so they were grouped together as ‘single’. An equal number of participants in 
each category of marital status could have clarified if differences in depression levels 
exist in support of previous research findings. Even though the number of recipients in 
other categories of marital relationship was too small for formal testing, but the separated 
ones were most depressed (wave 1 M = 23.33, wave 2 M = 20, & wave 3 M = 16.33) 
than the rest of the sample. (See table 5.9)
Table 5.9
Depression & Marital Status
BDI Scores Wave 1 Wave 2 Wave 3
M. Status N Means S.D Min Max N Means S.D Min Max N Means S.D Min Max
Married 71 10.85 5.1 2 23 70 12.36 4.6 4 24 70 9.22 3.0 3 19
Never married 61 928 4.4 3 19 61 9.93 4.6 3 25 59 8.67 4.2 3. 17
Separated 3 23.33 7.5 18 32 3 20.00 3.6 17 24 3 16.33 2.0 14 18
Divorced 9 15.89 7.3 7 28 9 17.44 6.1 6 27 8 15.25 4.5 5 19
Widow 2 16.50 .70 16 17 1 20.00 20 20 1 8.00 8 8
Total 146 10.84 5.5 2 32 144 11.86 5.2 3 27 141 9.48 4.0 3 19
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d) Education & depression: The aim was to find if education plays a positive role in 
subjective well-being and whether recipients with higher education tend to be less 
depressed comparatively. Education level also affected depression levels and recipients 
with higher educational backgrounds appeared to be less depressed. The recipients were 
categorized into three groups according to their formal education. The groups included 
school-level e, graduate and post graduate recipients. (See table 5.10)
Table 5.10
Education & Depression Levels
Education N Mean S.D F Sig ri2
Wave 1 School level 35 11.97 5.3 F(2,143) = 3.693 .027 .049
only
Graduate 43 12.00 4.8
Post graduate 68 9.51 5.8
Total 146 10.84 5.5
Wave 2 School level 35 12.17 4.8 F(2,141) = 3.704 .027 .050
only
Graduate 41 13.46 5.3
Post graduate 68 10.74 5.1
Total 144 11.86 5.2
Wave 3 School level 33 8.93 4.5 F(2,138) = .572 .566 .008
only
Graduate 41 9.95 3.9
Post graduate 67 9.46 3.8
Total 141 9.48 4.0
Dependent variable: Depression
The findings of our study confirm those of previous studies that education has an impact on 
individual’s depression level as more educated RTRs appeared to be less depressed than 
those who were less educated.
e) Employment status & depression'. RTRs ability to resume work and earn is a significant 
factor that contributes towards his/ her psychological well-being and improvement of QoL.
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It was found that depression levels did not differ in the two groups i.e. employed and 
unemployed or non-working (e.g. house wives, retired officers and students) recipients at any 
wave.
Table 5.11
Employment Status & Depression
B.D.I 11 Scores Work Status N Means S.D F Sig r|2
Wave 1 Working 94 10.56 5.66 F(2,144) = .624 .431 .004
not-working 52 11.33 5.46
Wave 2 Working 93 11.70 5.41 F(l, 142) = .252 .617 .002
not-working 51 12.16 4.90
Wave 3 Working 91 9.28 3.90 F(l, 139) = .606 .438 .004
not-working 50 9.84 4.28
Dependent variable: Depression
The above table shows that no significant differences in depression levels were found 
among recipients based on their work status.
J) Financial Conditions & Depression: It is assumed that recipients with a stable and 
sound financial conditions tend to be less depressed compared to those with minimal 
sources and difficult financial circumstances. Depression levels were higher among those 
with less monthly family income across all three waves.
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Table 5.12
Depression & Monthly Family Income
B.D.I Score MFI N Means S.D F Sig ti2
Wavel < Rs.35000 8 1T88 429 F(2, 143) = 4.045 .020 T62
Rs.36-50000 78 11.62 5.69
> Rs.50000 60 9.42 529
Wave 2 < Rs.35000 8 13.88 2.16 F(2, 141) = 3.793 .025 .051
Rs.36-50000 78 12.69 5.44
> Rs.50000 58 10.47 4.92
Wave 3 < Rs.35000 8 927 4.43 F(2, 138) = 1.750 T78 .025
Rs36-50000 76 10.05 428
> Rs.50000 57 8.73 3.40
Dependent variable: Depression
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RTRs having different monthly incomes differed in depression levels at wave 1 and 2 but 
not at wave 3. Keeping in view the small effect sizes, it cannot be determined whether 
this difference in depression levels can be reliably associated with their financial 
conditions.
g) Time since transplantation & Depression: Depression levels increased with time since 
transplantation. Recipients with less time since transplantation (6-11 months) reported 
lesser depression followed by group 2(1-4 years) and the recipients in group 3 (5years & 
above) with higher depression levels comparatively. (See graph below).
 B.D.I II Score Timel
 B.D.I II Score Time 2
 B.D.I II Score Time 317.5-
15.0-
12.5-
0s
10 .0-
7.5-
5.0-
6-11 months 5-10 years or above1-4 years
Post transplant time period
Error b a rs  95%  Cl
Figure LB Graph showing depression levels and Time since transplantation
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Table 5.13
Depression among RTRs & Time since transplantation
Time since *Tx N Means S.D F Sig
Wavel 6-11 months 23 9.04 5.23 F(2,143) = 2.114 .077 .043
1-4 years 110 10.91 5.63
5-10 years & above 13 13.38 5.04
Total 146 10.84 5.58
Wave 2 6-11 months 23 8.52 4.40 F(2, 141) = 6.699 .002 .085
1-4 years 109 12.39 5.11
5-10 years & above 12 13.50 5.53
Total 144 11.86 5.22
Wave 3 6-11 months 23 6.17 2.79 F(2,138) = 11.180 .000 .137
1-4 years 107 10.25 4.02
5-10 years & above 11 8.90 2.70
Total 141 9/48 4.03
*Tx: transplant, Dependent variable: Depression
Depression levels tend to increase as more time passes since transplantation. There can be 
various explanations for being more depressed with the passage of time, such as 
occurrence of more side effects with time resulting in physical complaints, e.g. obesity, 
hair loss etc. What makes them more depressed over time would be discussed in the 
qualitative analysis that would reflect on these issues.
2. Perceived Health Status & QoL
Recipients’ perceptions of their physical well-being and functional ability are the main
indicators of their subjective well-being. Health functioning constitutes a main domain
and component of overall QoL. Since perceived health status (PHS) is a subjective
construct, and two individuals with similar physical health conditions can report different
levels of satisfaction with their health and life in general, therefore, it is important to
identify the socio-demographic differences in PHS among RTRs. In the present study,
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recipients’ physical health status was measured by asking the frequency and severity of 
the common adverse side effects of mandatory immunosuppressants. High scores 
reflected a good perception of PHS whereas lower scores indicated a poor PHS. Most 
RTRs reported a positive perception of health status at all three waves of assessment 
Table 5.14
Descriptives PHS Wave 1, 2 & 3
PHS N Means S.D Min Max
Wave 1 146 9.78 3.51 19.00 7.00
Wave 2 147 8.61 2.94 21.00 6.00
Wave 3 144 0.84 3.64 22.00 8.00
The mean scores indicate that most RTRs reported a positive perception of their health 
status, reflective of their satisfaction with the efficacy of transplantation. Significant 
correlations were also found in PHS across 3 waves, showing a consistent pattern.
Table 5.15
Correlations among PHS Wave 1, 2 & 3
PHS Wave 2 PHS Wave 3
PHS Wave 1 .380** .410**
PHS Wave 2 386"
**p< .001
The findings revealed that there are significant positive correlations among PHS at Wave 
1,2 and 3, indicating a relatively consistent pattern of perceived health status over the 15 
months of the study.
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2.1 Demographic differences in PHS among RTRs
The study analyzed how demographic factors are associated with recipients’ perceptions of 
their health status. Individual differences in perceptions of health were analyzed.
a) Age & PHS: The data show that age is significantly correlated with PHS. There are 
significant negative correlations in recipients’ age and their PHS at each Wave of 
assessment (Wave 1, r = -.565, p = .001, Wave 2, r = -.500, p = .001, Wave 3, r = -.700, p 
= .001), suggesting that perceptions of health status deteriorate with age which can also 
be explained by a general deterioration in health with age.
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Figure: 2A Age groups & Mean scores PHS, Wave 1, 2 & 3
A visible difference is indicated in the above graph, particularly between recipients below 
the age of 25 years and those above 46 years. Perceptions of health seemed to decline 
with age irrespective of whether they had had a transplant.
b) Gender differences in PHS: The study did not find any significant gender differences at 
any time.
Table 5.16
Gender differences in Perceived Health Status at Wave 1, 2 & 3
PHS Scores Gender N Means S.D t df Sig d R
Wave 1 Male 98 29.77 3.26 -.059 144 .953 -0.01 -0.05
Female 48 29.81 4.01
Wave 2 Male 97 28.35 2.80 -1.731 142 .005 -0.29 0.14
Female 47 29.25 3.21
Wave 3 Male 94 31.15 3.75 1.561 139 .121 0.26 0.13
Female 47 30.14 133
Dependent variable: PHS
The above table shows that male and female recipients did not differ in PHS at wave 1 
and 3, whereas, there is a significant gender difference at wave 2, indicating that female 
RTRs reported a better PHS as compared to male RTRs. However, considering the small 
effect size, gender does not seem to a stable cause of PHS scores.
c) Marital status & PHS: PHS was compared among recipients ‘in a relationship’ and those 
who were ‘single” showed that single recipients had a better PHS.
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Table 5.17
Marital Status and PHS
PHS Marital Status n Means S.D t df Sig d r
Wave 1 In a relationship 69 29.13 3.58 -2.112 142 .036 ■ -0.35 -0.17
Single 75 30.36 3.39
Wave 2 In a relationship 80 27.66 3.03 -3.900 139 .000 0.66 0.31
Single 67 29.52 2.62
Wave 3 In a relationship 77 29.35 3.13 -5.140 136 .000 -0.88 0.40
Single 67 32.30 3.57
Dependent variable: Perceived Health Status (PHS)
The findings of our study cannot be fully attributed to marital status as there was a low 
representation of divorced, widowed and separated recipients, so they were grouped 
together as ‘single’. A larger sample with equal categories could have clarified it.
d) Education & PHS: The recipients were categorized into three groups according to their 
formal education i.e. school-level, graduate and post graduate recipients. The aim was to 
find if education improves recipients’ perceptions of health status. (See table 5.18)
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Table 5.18 
Education & PHS
Education N Mean S.D F Sig n2
Wave 1 School level 35 29.54 3.40 F(2,143) = .117 ^89 .002
only
Graduate 43 29.81 333
Post graduate 68 29.89 3.72
Total 146 29.78 3.51
Wave 2 School level 35 27.45 2.47 F (2,141) = 8.028 .000 .102
only
Graduate 41 28.04 3.13
Post graduate 68 29.61 2.79
Total 144 28.64 2.96
Wave 3 School level 33 30.78 4.07 F (2,138) = .009 .991 .000
only
Graduate 41 30.78 3.59
Post graduate 67 30.86 3.50
Total 141 30.82 3.64
Dependent variable: PHS
PHS did not differ according to education level. Recipients with higher formal education 
did not have a better PHS.
e) Employment status &PHS: PHS did not differ among the employed and unemployed or 
non-working recipients at wave 2 and 3.
Table 5.19
Employment Status & PHS
PHS Scores Work Status N Means S.D t Sig. d r
Wave 1 Working 94 29.26 3.52 -2.451 .015 -0.42 -0.20
non-working 52 30.73 332
Wave 2 Working 106 28.66 2.94 .273 .785 0.05 0.02
non-working 41 28.51 2j#
Wave 3 Working 93 30.65 3.65 -.820 .414 -0.14 -0.07
non-working 51 31.17 3.63
Dependent variable: PHS
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Significant differences in PHS based on work status were found at wave 1, indicating 
that those who were not working (e.g. house wives, students and retired recipients) 
reported a better PHS as compared to those who were employed. Considering the small 
effect size, this difference in PHS cannot be fully attributed to work status.
f) Financial Conditions & PHS: Financial conditions did not seem to influence recipients’ 
PHS. Recipients with more monthly income did not perceive their health better compared 
to those with less income.
Table 5.20
PHS & Monthly Family Income
PHS Scores MFI N Means S.D F Sig
Wavel < Rs.35000 8 28.87 2.94 F (2, 143) = 2.088 .128 .028
Rs.36-50000 78 29.34 3.23
> Rs.50000 60 30.48 3.85
Wave 2 < Rs.35000 8 26.25 2.12 F (2, 141) = 2.862 .060 .039
Rs.36-50000 78 28.74 2.92
> Rs.50000 58 28.84 3.01
Wave 3 < Rs.35000 8 30.37 4.10 F (2, 138) = .378 .686 .005
Rs36-50000 76 30.63 3.75
> Rs.50000 57 31.14 3.46
Dependent variable: PHS
The above table shows that RTRs with different monthly incomes did not differ in PHS 
levels at Wave 1, 2 & 3.
g) Time since transplantation & PHS: It was found that PHS varies considerably and that it 
is not clearly related to time since transplant.
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Table 5.21
Correlations among PHS and Time since Transplantation
Time since transplantation PHS 1 PHS 2 PHS 3
Wave 1 -.164* -.130 -.189*
Wave 2 -.251** -.324**
Wave 3 -.324**
**p< .001, *p< .005 
Table 5.22
PHS among RTRs & Time since transplantation
Time since *Tx N Means S.D F Sig t |2
Wavel 6-11 months 23 32.43 2.85 F (2, 143) = 8.73 .000 .109
1-4 years 110 29.35 3.28
5-10 years & above 13 28.76 4.53
Total 146 29.78 3.51
Wave 2 6-11 months 23 29.08 2.31 F (2,141) = .703 .497 .010
1-4 years 109 28.64 3.04
5-10 years & above 12 27.83 3.35
Total 144 28.64 2.96
Wave 3 6-11 months 23 32.69 3.48 F (2, 138) = 4.043 .020 .055
1-4 years 107 30.53 3.59
5-10 years & above 11 29.72 3.46
Total 141 30.82 3.64
*Tx; transplant 
Dependent variable: PHS
3. Life Orientation of Renal Transplant Recipients
Most RTRs reflected an optimist approach towards life in general as indicated by their 
scores on L.G.T-R. The scores across three waves indicate a consistent pattern over time. 
(See table 5.23).
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Table 5.23
Descriptives Life orientation Wave 1, 2 & 3
Life Orientation N Means S.D Minimum Maximum
Wave 1 146 14.13 3.84 7.00 20.00
Wave 2 146 14.69 4.44 2.00 22.00
Wave 3 144 14.51 2.65 7.00 19.00
Significant positive correlations were found among life orientation wave 1 and 2 (r = 
.304, p <.001) and a very high correlation between wave 2 and 3 (r = .853, p < .001). Besides 
inter-correlations, it was also significantly associated with their satisfaction with overall QoL.
Table 5.24
Correlations among Life Orientation (L.O) & QoL
QoL Scores L.O T-1 L.O T-2 L.O T-3
QoL Wave 1 .596** .304** .365**
QoL Wave 2 .411* .423**
QoL Wave 3 .219**
**p < .001, *p< .005
It seems that recipients with a positive life orientation tend to report more satisfaction 
with their QoL or vice versa It could also be that QoL and life orientations are aspects of the 
same thing because optimism is also a perception of life as QoL.
3.1 Demographic Factors & Life Orientation (Optimism)
The recipients’ level of optimism was analysed considering their demographic background.
a) Age & Life Orientation: Significant negative associations were found among recipients’ 
age and life orientation (optimism) across three waves, (wave 1, r = -.201, p = .014, wave
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2, r = -238, p = .004, and wave 3, r = -.204, p = .015) suggesting that older recipients tend 
to be less optimistic.
b) Gender differences in Life Orientation: No significant gender differences were found in 
life orientation.
Table 5.25
Gender differences in Life Orientation (Optimism) at Wave 1, 2 & 3
L.O Gender N Means S.D t df Sig d r
Wave 1 Male 98 14.38 3.70 1.159 144 .248 0.20 0.09
Female 48 13.60 4.09
Wave 2 Male 96 15.10 4.52 1.517 142 .131 0.27 0.13
Female 48 13.91 4.23
Wave 3 Male 94 14.70 2.61 1.482 139 .141 0.26 0.13
Female 47 14.00 2.72
Dependent variable: Life Orientation (Optimism)
The above table shows that male and female RTRs did not differ in optimism at any time.
c) Marital status & Life Orientation (optimism) To find if differences in optimism exist 
among RTRs due to their marital status, they were grouped into those ‘In a relationship’ 
vs. ‘single’ due to low representation of other marital categories.
Table 5.26
Marital Status and Life Orientation
L.O.T Marital Status N Means S.D t df Sig d r
Wave 1 In a relationship 69 14.47 3.58 1.160 142 .248 0.19 0.09
Single 75 13.73 4.09
Wave 2 In a relationship 68 14.73 4.30 .031 139 .975 0.00 0.00
Single 73 14.71 4.53
Wave 3 In a relationship 68 14.57 2.49 J22 136 .748 0.05 0.02
Single 70 14.42 2.76
Dependent variable: Optimism
133
It was found that recipients in a relationship did not differ in their life orientations as 
compared to singles, at any wave, suggesting no influence of marital status on recipients’ 
optimism.
d) Education & Life Orientation: The impact of education level on recipients’ attitude 
towards life was analyzed to find if recipients with higher educational backgrounds 
appeared to be more optimistic. The recipients were categorized into three groups 
according to their formal education. The groups included school-level, graduate and post 
graduate recipients.
Table 5.27
Education & Life Orientation (L.O) at Wave 1, 2 & 3
L.O. Education N Mean S.D F Sig ti2
Wave 1 School level 35 13.75 4.03 F (2, 143) = 1.820 .166 .025
Graduate 43 13.44 3.76
Post graduate 68 14.76 3.75
Total 146 14.13 3.84
Wave 2 School level 32 13.53 , 5.40 F (2, 141) = 4.158 .018 .056
Graduate 45 13.88 4.36
Post graduate 67 15.82 3.74
Total 144 14.70 4.44
Wave 3 School level 31 13.61 3.00 F (2,138) = 4.986 .008 .067
Graduate 43 13.97 2.60
Post graduate 67 15.17 2.36
Total 141 14.46 2.66
Dependent variable: *L.O (Life Orientation, optimism)
The ANOVA showed that recipients with different education levels did not differ in their 
life orientations (optimism) at wave 1, but significant differences were found among
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these groups at wave 2 and 3. Keeping in view the small effect size of the observed 
differences in optimism cannot reliably be attributed to their education level.
e) Employment Status &Life Orientation: The role of employment on recipients’ life 
orientation was analyzed to find if work status enhances optimism among recipients by 
giving them a sense of being functional and constructive. It was found that at wave 1, 
currently employed RTRs (M =14.61, S.D = 3.71) appeared to be more optimistic than 
those who were not working (M= 13.25, S.D = 3.95) t (144) = 2.082, p = .039, d = 0.35, r 
= 0.17. No significant difference in optimism were found among these groups at wave 2 (t 
(142) = .788, p = .432, d = 0.13, r = 0.06 and wave 3 (t (139) = .092, p = .926, d = 0.01, r 
= 0.00, suggesting no impact of work status on their life orientation.
J) Financial Conditions & Life Orientation: It was assumed that recipients with stable 
financial conditions would be more optimistic compared to those with less financial 
sources and issues in affording the expensive lifelong transplant medication. However, 
the findings showed on the contrary that RTRs having different monthly incomes did not 
differ in their life orientations (wavel, F (2, 143) = .403, p = .669, p2 = .006, wave 2, F 
(2, 143) = 1.486, p = .230, r|2 = .021 and wave 3, F (2,138) = 1.535, p = .219, r|2 = .022). 
RTRs with high monthly incomes and stable financial conditions did not report a more 
optimistic approach towards life at any time.
g) Time since transplantation & Life Orientation: No correlations were found among life 
orientation and time since transplantation at any time, reflecting that their attitude and 
approach towards life did not change with time.
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4. Conscientiousness and QoL
Conscientiousness was measured to better understand issues of RTRs self- management, 
particularly medication compliance and association with QoL satisfaction. Being a personality 
trait, it was supposed to have a consistent pattern over time.
Table 5.28
Descriptives o f Conscientiousness at Wave 1, 2 & 3
Conscientiousness N Means S.D Minimum Maximum
Wave 1 142 3.41 0.47 2.11 4.55
Wave 2 143 3.40 0.39 2.22 4.44
Wave 3 144 3.43 0.36 2.22 4.11
Conscientiousness was found to be positively correlated with QoL satisfaction at wave 2 (r = 
.272, p = .001) and wave 3(r = .194, p = 020) indicating that more conscientious recipients tend 
to report increased QoL satisfaction.
4.1 Demographic differences in Conscientiousness
The study explored links between socio-demographic variables and conscientiousness to 
identify if recipients’ demographic background affects their conscientiousness. The aim was to 
identify groups of RTRs who could be susceptible to non-compliance being less conscientious.
a) Age & Conscientiousness: No associations were found among age and 
conscientiousness, reflecting that personality traits remain stable over time and don’t 
change with increasing age.
b) Gender differences in Conscientiousness: The present study found some significant 
gender differences in conscientiousness of renal transplant recipients. (See table 5.29)
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Table 5.29
Gender differences in Conscientiousness at Wave 1, 2 & 3
CS Scores Gender N Means S.D t df Sig d r
Wave 1 Male 95 3.42 0.46 .097 140 .923 0.02 0.01
Female 47 3.41 0.49
Wave 2 Male 96 3.45 0.39 2.337 141 .021 0.42 0.20
Female 47 3.29 0.37
Wave 3 Male 94 3.48 0.35 2.504 139 .013 0.45 0.22
Female 47 3.32 0.35
Dependent variable: Conscientiousness
The above table shows significant gender differences in conscientiousness at wave 2 and 
3 but not at wave 1. Male RTRs appeared to be more conscientious as compared to 
female RTRs.
c) Marital status & Conscientiousness: Recipients currently ‘in a relationship’ did not 
differ in conscientiousness than those who were single (never married, separated, 
divorced and widow). An independent t-test showed that married recipients (wave 1 M = 
3.34, S.D = 0.48, wave 2 M = 3.45, S.D = 0.39, wave 3 M = 3.46, S.D = 0.36) did not 
differ in conscientiousness to single RTRs (wave 1 M= 3.48, S.D = 0.45, wave 2 M = 
3.45, S.D = 0.39, wave 3 M = 3.39, S.D = 0.36) suggesting that marital status does not 
influence the personality trait of conscientiousness ( wavel t(140) = 1.809, p = .073, d = 
0.30, r = 0.14, wave 2 1 (139) = 1.670, p = .097, d = 0.28, r = 0.13, wave 3 t(136) = 1.074, 
p = .285, d = 0.19, r= 0.09) at any time of assessment.
d) Education & Conscientiousness: It was found that education did not influence 
conscientiousness at wave 1 (F (2, 139) = 1.477, p = .232) and wave2 (F (2, 140) = 2.570, 
p = .080). However, at wave 3, recipients with post graduate qualification (M = 3.48, S.D
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= 0.33) appeared to be more conscientious than those with graduation only (M = 3.31, 
S.D = 0.37) F (2,138) = 3.155, p = .046, suggesting some contribution of education in 
being more conscientious, though not consistently.
e) Employment status &Conscientiousness: Differences in conscientiousness among 
working vs. non working RTRs (e.g. house wives, retired officers and students) were 
analyzed to see if those who tend to work and earn their living tend to be more 
conscientious.
Table 5.30
Employment Status & Conscientiousness
CS Scores Work Status N Means S.D t Sig. d r
Wave 1 Working 90 3.48 0.42 2.221 .028 0.38 0.18
Not-working 52 3.30 0.52
Wave 2 Working 106 3.48 0.35 3.431 .001 0.59 0.28
Not-working 41 3.25 0.42
Wave 3 Working 93 3.48 0.32 2.385 .018 0.40 0.19
Not-working 51 3.33 0.41
Dependent variable: Conscientiousness
Significant differences were found in conscientiousness among recipients based on their 
work status, in all three waves indicating that the more conscientious recipients tend to 
indulge in work and earn their livings than others who do not work.
Discussion
Kidney transplant improves QoL as compared to dialysis but recipients report a number 
of challenges causing distress. Achille et al. (2006) found that uncertainty about future health and 
finances and side effects of medications cause significant psychological strain after transplant.
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The analysis of demographic differences in psychosocial variables revealed some 
significant findings that are in line with previous research.
Szeifert et al. (2009) suggested that there is a need to explore the clinical and 
sociodemographic correlates of depression in RTRs because it is associated with impaired QoL 
and increased morbidity and mortality. They concluded that the severity and prevalence of 
depression are significantly lower in RTRs than in wait-listed dialysis patients with similar 
characteristics which is consistent with our findings. Furthermore, they found that 
sociodemographic factors and co morbidity are independently associated with depressive 
symptoms in RTRs.
To explore demographic correlates of depression among RTRs therefore, Szeifert, 
Molnar, Ambrus, Koczy, and Ko vacs et al. (2010) analyzed whether decreasing graft fimction, 
CO morbidities, age, sex, or socioeconomic status are associated with depressive symptoms in 
kidney transplant recipients. They found that the prevalence of depression was 33% versus 22% 
in waiting-list control versus transplant patients, respectively and a number of co morbid 
conditions, including; estimated glomerular filtration rate (GFR), perceived financial situation, 
and marital status were significant and independent predictors of depression in the transplant 
recipient group. In a recent large retrospective study, cumulative incidences of clinically 
diagnosed depression were 5%, 7%, and 9% at 1, 2, and 3 years after kidney transplant (Dobbels, 
Skeans, Snyder, Tuomari, and Maclean, et al 2008). Research suggests that although gender 
differences in personality traits are not as large as in some other behaviors including; differences 
in mate preferences, permissive sexual behaviors, or physical strength (Feingold, 1992), sex 
differences in personality traits do appear to be larger in other domains such as cognitive ability, 
attributional style, and self-esteem (Schmitt, Voacek, Raelo & Allik 2008; Else-Quest, Hyde,
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Goldsmith & Van Hull 2006;). However, sex roles do not explain why gender differences in 
personality traits vary across cultures (Kling, Hyde, Showers, and Buswell, 1999).
It was also found that RTRs with a stable financial condition, (monthly family income > 
Rupees 50 k) reported less depression compared to those with limited finances (monthly income 
< Rupees 50k). Interestingly, there was no difference in depression levels of working and non­
working recipients suggesting that employment status itself did not affect their mood.
It can be concluded that overall most recipients reported minimal to mild levels of 
depression, indicating a generally positive affective condition after transplant. Being female, 
being single, being older, less educated, and more time since transplantation were associated 
with increased depression.
PHS differed among groups of RTRs based on age, marital status and time since 
transplantation. Younger recipients had better perceptions of health status with fewer and less 
severe side effects, but they did not differ on the basis of gender, education, employment or 
monthly income. Previous studies have found diverse findings regarding marital status and PHS. 
Chisholm, Spivey and Nus (2007) did not find any significant differences in health status of 
married and single RTRs whereas Rosenberger et al. (2005) found married recipients reporting a 
better PHS as compared to single ones.
‘Optimism’ is included as a measure of their attitude and approach towards life, to find how 
recipients perceive their life after transplant. Seligman (1990) describes it as the way individuals 
‘perceive and attend to obstacles within the context of their lives’ (Cowan 2005). Optimistic 
people have a tendency to expect positive and good future outcomes and events in contrast to 
pessimists, who expect bad or unacceptable outcomes or experiences (Carver & Scheier, 2001; 
Scheier & Carverl985).
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Studies have investigated the relationship between optimism and life satisfaction among 
patients with renal failure. A cross sectional study compared patients of renal failure who 
decided to wait or not to wait for kidney transplantation. They found that patients in both the 
waiting and non-waiting groups reported moderate levels of life satisfaction; whereas, the latter 
reported a greater life satisfaction in general. All participants had good optimism that was 
positively related to their life satisfaction. Other factors of optimism, age, work ability, waiting 
transplantation or not, and marriage status were also significantly associated with life satisfaction 
(Lin, Chiang and Liu, 2010). Subjective well-being has been reported to be facilitated by a 
person's trait of optimism, which has been shown to play a positive role in coping with stressful 
life events (Wrosch, and Scheier, 2003).
A consistent pattern of associations was found between optimism and QoL. Optimism 
decreased with increasing age. No significant differences in optimism were found consistently on 
the basis of gender, marital status, employment status, monthly income and time since 
transplantation. However, those with a post graduate educational qualification appeared to be 
more optimistic at wave 2 and 3, suggesting some contribution of higher education in enhancing 
a positive attitude towards life.
There is little published work on links between socio-demographic variables and 
personality traits (Bozionelos, 2004). However, links between personality characteristics and 
health are being associated in recent research that is increasingly focusing on ways in which 
personality plays a role in the predisposition for and outcome of physical and psychiatric 
conditions (Erlen, Stilley,and Bender et al 2011). Personality traits not only underlie patterns of 
behavior that increase risk of acquiring acute or chronic illness but may also affect the self­
management and the course of the disease. (Aldwin, Spiro, Levenson, & Cupertino, 2001; Erlen,
141
Stilley, Bender, Lewis, Garand, Kim, Pilkonis, Kitutu, and Sereika 2011). Research suggests that 
although gender differences in personality traits are not as large as in some other behaviors 
including; differences in mate preferences, permissive sexual behaviors, or physical strength 
(Feingold, 1992), sex differences in personality traits do appear to be larger in other domains 
such as cognitive ability, attributional style, and self-esteem (Schmitt, Voacek, Raelo & Allik 
2008; Else-Quest, Hyde, Goldsmith & Van Hull 2006;). However, sex roles do not explain why 
gender differences in personality traits vary across cultures (Kling, Hyde, Showers, and 
Buswell, 1999). QoL satisfaction appeared to be higher among more conscientious recipients at 
wave 2 and 3, reflecting a contribution of this personality trait in influencing subjective QoL. A 
lack of correlation among age and conscientiousness showed that it did not change with age, and 
remained constant, confirming the stability of this trait. Male recipients appeared to be more 
conscientious than females, suggesting the implication of gender difference in personality. 
Moreover, those who were more conscientious were working and earning a living, reflecting 
their tendency for being dutiful and being productive.
Conclusion
QoL and some of the psychosocial factors seem to be significantly associated over time. 
Increased depression levels decreased QoL satisfaction. A better PHS, i.e. lesser side effects, 
being optimistic and being more conscientious is associated with being more satisfied with life 
after transplant. A consistent pattern of associations was found among life orientation and QoL. 
Younger and more recipients tend to be more optimistic, but other sociodemographic factors did 
not influence recipients’ level of optimism. Conscientiousness being a personality trait did not 
differ on the basis of demographic factors. The causal direction, of psychosocial factors and QoL 
will be looked at later on.
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CH: 6
Qualitative Analysis of Perceived QoL among Renal Transplant Recipients 
Introduction
Kidney transplantation has become the most desirable treatment option for patients with 
renal failure for its efficacy and positive health outcomes. Although transplantation is assumed to 
bring recipients’ life closer to normal there are new challenges and altered life styles after renal 
transplantation such as living with the fear of rejection and the need to comply with a complex 
regime of medication capable of producing pronounced side-effects (White & Gallagher 2010; 
Hauser, Williams, Strong & Hathaway 1991). The psychosocial and health-related stressors are 
major concerns post transplant. However, it is not clear whether stress levels or coping methods 
change with the passage of time (Ojo, Hanson and Wolfe et al 2000). Therefore, ongoing 
research, both qualitative and quantitative aims to explore the underlying environmental, 
personal, clinical and psychosocial factors influencing recipients’ adjustment, coping and 
resulting satisfaction with QoL. With recent advances in health care and post transplant 
medications, the survival rates have greatly increased and fear of rejection might not be the 
highest ranking stressor for RTRs to date Most qualitative studies aimed to explore the 
experience of living with a kidney transplant with a focus on comparing life pre and post 
transplant.
Although, the efficacy of transplantation is endorsed by most research, many common 
stressors are still reported by the recipients. Veroux, Corona, Patel & Veroux (2009) reported
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that perceived physical appearance, issues related to sexuality, stress anxiety and even guilty 
may complicate the emotional and psychological status of kidney transplant recipients.
Medication adherence is closely associated to the risk of graft loss. Recipients have to 
adhere to lifelong immunosuppressant medicines associated with a number of adverse outcomes 
which is a common source of distress. The perspectives of kidney transplant recipients on 
medication adherence are largely unknown. A qualitative study found that the relative 
importance of side effects differs among participants. Themes underpinning priorities were 
concern for fatal and serious events; relevance to life circumstance; acceptance, trivialization, 
and tolerance; and future outlook. Interestingly, an odd finding was that transplant survival 
appears to be more important than life itself to kidney transplant recipients, suggesting that they 
may be willing to tolerate a higher level of immunosuppressant than is assumed by clinicians and 
researchers (Howell, Tong, Wong, Craig, and Howard, 2012).
The existing literature suggests that recipients need to acquire significant amount of 
knowledge for their life post-transplantation. Urstad, Wahl, Andersen, Oyen, and Fagermoen 
(2012) carried out a qualitative study to evaluate patient’ knowledge and awareness of life post 
transplant. Sixteen RTRs interviewed 4-6 weeks post-transplantation who described kidney 
transplantation as a 'turning point in life’, causing learning difficulties because of both physical 
and mental stress. The difference between knowing and practicing what was taught was 
experienced as troublesome. The recipients expressed that a supportive learning atmosphere 
characterized by patience, respect, continuity and active participation was essential. This study 
revealed new knowledge about renal recipients’ need for individual application of the 
educational content, as well as cognitive difficulties, and other factors impacting on learning in 
the early post-operative phase. This is a unique study that contributed towards understanding the
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patients’ perspective. Such studies are important and a potentially useful aid in creating effective 
interventions for RTRs.
Kidney transplantation is not a cure but a long term treatment need that requires constant 
care and regular follow ups. Recipients need support in fields of knowledge, skills and 
motivations. Unlike most of the developed western countries, the situation in some of the 
developing countries such as Pakistan, India and Iran is quite different. The psychological 
assessment and education of the transplant candidate is not considered to be an important part of 
the transplant process.
Several studies showed existing challenges regarding education of these patients. A 
qualitative study using content analysis was conducted in Iran to define patients' experiences 
from the education they received about the process of kidney transplant. The findings revealed 
that recipients did not receive adequate knowledge about kidney transplant process. It is essential 
to design educational programs for the prospective recipients regarding self-management. The 
transplant team can play an educational role to develop problem solving skills among patients to 
preserve their transplanted kidney (Ghadami, Memarian, Mohamadi, and Abdoli, 2012).
More qualitative and longitudinal studies are needed to investigate the unique 
experiences and individual differences in the transplant process, so that these issues can be 
addressed when designing psychological care plans as a part of follow-up management. Organ 
transplantation is not merely a physical experience; rather, it influences the recipient and his/her 
family as a totality. The psychological consequences of transplantation and the underling 
mechanisms can be better understood by conducting qualitative studies. This qualitative part of 
the longitudinal study aimed to compare the experiences of those who appear to do well in QoL 
terms with those who, despite a successful transplant, seem to have a relatively poor QoL. To
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find out the background and underlying reasons and understand what happened to those who did 
well compared to those who did not. It is also intended to complement the quantitative analyses 
which have yielded slightly odd findings about the nature of QoL, hoping that this exercise will 
clarify these issues.
Aim: The aim of qualitative analysis was explore why some recipients were more satisfied than 
others with their QoL after renal transplant.
Method
Design: Semi-Stmctured/in-depth qualitative interview.
The questions asked in the interview are as follows;
Q. I Do you think the transplant has influenced your life in any way? If yes, in what way?
Q.2 Do you feel that the transplant has been successful?
If yes, in what ways?
If no, why is that?
Q.3 How do you find your life before and after kidney transplant?
Is there a change in the way you felt immediately after the transplant and till now over a period 
of time?
Q.4 Compared to a normal healthy individual how do you perceive yourself?
Q.5 What are the challenges and difficulties that you have to face and cope with after the 
transplant?
Participants: Renal Transplant Recipients participating in the main study were requested to 
participate in the qualitative interview. The participants were requested for qualitative interview 
after completion of quantitative assessment, based on their scores on QoL Index. The extreme 
scores (highest & lowest 5 scores) were calculated and the recipients scoring highest and lowest
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scores were included in two groups as success and failure stories. Due to an over representation 
of male recipients as high scorers on QoL Index, it was then decided to interview both gender 
categories i.e. male and female high scorers at timel and 2 of this longitudinal study to have an 
equal representation of both genders. Out of 20 participants, 17 (10 high scorers and 7 low 
scorers) completed the interview.
Procedure: The semi-structured interviews were conducted Urdu when patients visited the renal 
clinic for their follow-up. Interviews were recorded with the participant’s permission and later 
translated into English transcripts. Kidney functioning was calculated by measuring level of 
serum creatinine in the blood, and grading into A-D with A excellent(less than 1.0 mg dL), B 
good (1.1 to 1.3 mg dL, ) C satisfactory (1.4 mg dL,) and D poor (< 1.4 mg dL), (dL = 
milligrams per decilitre of blood (mg/dL) indicating cause for concern. The grading categories 
were determined by the renal clinic as a criterion for assessing renal functions.
Table A
Characteristics o f Participants with high scores on QoL Index
Case Gender Age Marital Status 
No
Edueation Occupation Monthly
Income
Time since Renal 
Transplant Function
QoL
Means
25 Male 38 Married MBA Business Rs.2,00000 2yrs B 28.59
20 Male 30 Married Masters Financial
Analyst
Rs. 1,50000 3 yrs A 28.38
17 Male 38 Married Graduation Govt, officer Rs. 64,000 4yrs B 28.37
74 Male 32 Married School Level Business Rs.10,0000 3 yrs B 28.35
119 Male 30 Single School Level Business Rs. 1,25000 3 yrs C 28.08
110 Female 28 Single Masters Housewife Rs.50,000 2.2 yrs A 27.66
88 Female 36 Married MBA Banking Rs. 1,55000 3 yrs A 27.24
114 Female 27 Divorced School level Business Rs. 1,50000 ly r B 26.77
32 Female 31 Single Graduation Education Rs. 48,000 ly r B 26.71
104 Female 30 Single Masters Education Rs.1,85000 1.8 yrs B 26.58
*Rupees,
*Renal Functions Key: A = Excellent, B = Good, C = Satisfaetory, D = Poor
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Table B
Demographic Characteristics o f low scorers on QoL Index
Case Gender Age Marital Status 
No
Education Occupation Monthly
Income
Time since Renal 
Transplant Function
QoL
Means
134 Male 26 Single Masters Unemployed Rs.45,000 2.4 yrs C 16.39
56 Male 28 Single Graduation Unemployed Rs.40,000 3 yrs C 16.84
77 Male 45 Married School level self employed Rs.35,000 3 yrs B 19.66
70 Male 34 Divorced Graduation govt, officer Rs.50,000 2.6 yrs B 16.41
143 Female 40 Divorced School level Housewife Rs.45,000 2.5 yrs B 12.08
66 Female 35 Separated Masters Education Rs.50,000 3 yrs B 14.26
48 Female 45 Divorced School level Housewife Rs. 1,00000 2 yrs C 16.79
*Rupees,
*Renal Functions Key: A = Excellent, B = Good, C = Satisfaetory, D = Poor
Data analysis: The data was analyzed using Thematic Analysis that involves identifying a
limited number of themes which adequately reflect the textual data. This method was chosen
because it compares commonalities and differences among two groups. In this method, themes
are defined as units derived from patterns such as "conversation topics, vocabulary, recurring
activities, meanings, feelings, or folk sayings and proverbs" (Taylor & Bogdan, 1989, p. 131).
Themes are identified by "bringing together components or fragments of ideas or experiences,
which often are meaningless when viewed alone" (Leininger, 1985, p. 60). Themes that emerge
from the informants' stories are pieced together to form a picture of their collective experience.
The aim is to analyze informants' talk about their experiences (Mahrer, 1988; Spradley, 1979;
Taylor & Bogdan, 1984). In this approach the data are coded i.e. applying brief verbal
descriptions to small chunks of data. After coding the data, a range of themes and sub themes are
identified and then classified into categories. Transcripts were analyzed to identify similar
themes emerging in a passage of text that appeared to have a particular meaning. The themes
emerging from each new interview were analyzed together with the rest of the others. Across the
dataset, themes were compared for similarities and differences, both within and across
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interviews. Common themes were clustered into categories. The transcripts were re-read and 
checked to clarify emerging sub themes and super ordinate themes so that the titles of the 
categories reflected the totality of that experience. The present study used thematic analysis as 
this emphasizes individual experiences and the themes emerging from the data. For the purpose 
of the present study this enabled an exploration and insight into the experiences of those with 
either high or low quality of life post transplant. It also enabled tentative comparisons to be 
made between these groups. This is in line with Breakwell et al (2009) who argue that ‘thematic 
analysis emphasizes the commonalities and differences between participants concerning the 
dominant themes’ (p.270 -271). Other possible methods could have been IPA (Smith, 1996) or 
grounded theory (Glaser and Strauss, 1967; Strauss & Corbin 1994 p.273-285). However, IPA 
places greater emphasis on the reflections and personal position of the researcher and 
recommends a limited sample size which would not have been appropriate for the current study 
as we needed to be able to make comparisons between groups. In contrast, grounded theory 
emphasizes the neutrality of the researcher and aims to develop a theory resulting from 
individual narratives. Thematic analysis was deemed most appropriate as although the researcher 
was aware of her own position as a transplant recipient herself this was not the focus on the 
research, group comparisons were made and the intention was not to develop theory. The 
present study needed a comparison among the less and highly satisfied QoL and since ‘a 
thematic analysis emphasizes the commonalities and differences between participants concerning 
the dominant themes, it is important to note both similarities and differences between 
people’(Breakwell, Hammond, Fife-Schaw & Smith Research Methods in Psychology p.270 - 
271). Therefore, a ‘nomothetic approach’ that analyses groups or cohorts was used instead of 
‘idiographic’ one that focuses on ‘individual’ experiences.
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Analysis:
The qualitative analysis in this study identified seven key themes emerging from the 
transcripts of successfiil and failure renal transplant cases. The main themes included; 
relationships, social comparisons, life orientations, coping, health professionals/medicalization, 
self-identity and impact. The recipients were asked about their life before and after the transplant 
with reference to familial and social adjustments, coping strategies, perceptions of self and 
others, including health professionals, family and social circle. It was found that these themes 
pervade the lives of the recipients and that the psychosocial effects influence the perceptions and 
level of satisfaction of recipients.
Overall, the perception of QoL among renal transplant recipients appeared to be 
influenced by personal and psychosocial factors and individual experience of health care 
services. The recipients tended to focus on their routine physical fiinctioning and relationships as 
a main component to attribute success and/ or failure of transplantation. Themes differed among 
those with high and low satisfaction with QoL
The transcripts reflected some very interesting insights into the dynamics and 
mechanisms behind varying perceptions of QoL. These perceptions of transplant experience are 
discussed with each emerging theme as follows;
i) Relationships
The notion of relationships emerged throughout the transcripts with recipients 
describing how relationships impacted upon their quality of life and in turn how their 
surgery impacted upon their relationships. The recipients tended to focus on their family 
relationships and how the transplant experience influenced their bonding and interaction. 
According to them, the attitude and behavior of their family, friends, partners/ spouses.
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relatives and colleagues, ultimately affected their coping and adjustment process pre and 
post-transplant. The type of interactions and behavior of the family members, peers, 
relatives and colleagues appeared to be an important determinant of the recovery, 
adjustment and coping post transplant. A positive interaction improved their coping in 
case of high scorers whereas for low scorers estranged relationships and feelings of being 
a liability and unwanted not only developed a feeling of being distant and undesirable but 
also reduced their QoL satisfaction. The issues/ aspects described by recipients affecting 
their relationships included; family support, bonding, care and concern, marital life, 
financial and physical liability, role and contribution to the family and future 
achievement prospects.
A woman (case no: 66) who had a transplant 3 years ago and got separated after 
transplant, said;
“I  don 7 feel I  am the same person anymore, who was considered so important in 
every big family decision and valued as I  used to exert and do so much which I  can 7 do 
now, ....such as... ironing clothes for the whole family, cooking all meals, and other 
household chores....! get tired, my blood pressure rises... and 1 get the negative vibes 
from people around me....making me feel that I  am not as useful and wanted as I  used to 
be before my transplant ’ ’.
The above quote clearly shows a change in physical capacity of the recipient 
making her less active in household chores due to her health which makes her feel less 
useful due to the attitude of her family members.
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The same female (case 66) further described her attributions for problems in marital 
relationship;
‘ ‘My husband always loved my fit and in-shape figure and even though he doesn 7 
say it verbally but I  can feel the change in his attitude towards me due to my obesity and 
now it is very seldom that he wouldfeel a needfor physical intimacy ...this makes me feel 
so insecure and I  dread i f  he starts taking interest in other women.
The changes in physical appearance and capacity were responded to in different ways 
varying according to individual life circumstances.
In high scorers, the transplant experience appeared to bring the family closer and 
strengthen their bond as they shared a critical phase together and most recipients 
attributed their successful coping and recovery to their family support, love and care as 
witnessed by the care and concern shown to them during their illness process.
For example (Case no: 119), a young business man who had a transplant 3 years ago and 
had a high rating on QoL expressed:
‘ ‘ I  never took my family seriously until I  lost my kidneys and was almost bed 
ridden....during my illness, I  realized how loving and caring they are and without their 
support I  could have never made it....I value my family more than anything now and we 
share anew but strong bonding...’'.
Another married female recipient (case 110) who had her transplant 2 years ago said;
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“ . . .  this transplant had brought all o f us together... we are above the typical family 
politics now and in a way...we have become more close and attached by facing this crisis 
together.
For the less satisfied recipients, the quality of relationships deteriorated and made them 
feel left out and more of a liability. The low scorers revealed their negative experiences 
with close friends, relatives and colleagues during their illness and said that their 
transplant experience made them see the bitter reality and real behavior of people around 
them.
For example, a married male recipient (case 70) said;
“....my illness has helped me recognize so many people and I  am thanlful to my illness in 
a way because those jealous people who are my enemies were exposed when they neither 
turned up to see me when I  was hospitalized nor showed any concern...may be they 
hoped that I  won 7 survive and were happy on my kidney failure...but see they are 
helpless and hopeless now because 1 am back..."\
Expressing her experience of people’s attitude towards her, a divorced female recipient 
(Case 143) said;
People thought I  would either die or be a liability ...a patient for the rest o f my 
life so they stopped showing concern or visiting me since they thought I  am useless being 
a patient... and this was so shocking but I  feel good....to know their real face. “
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It was found that particularly, female RTRs, less satisfied with their QoL, expressed 
insecurity about maintaining the marital relationship and attributed unpleasant events 
such as divorce and disturbed marital life to their transplant that made them perceive it as 
a lifelong financial liability and less desirable in physical attraction for their partners/ 
spouses.
A separated young female recipient (case 66) said;
“My husband has lost interest in me due to my de-shaped body, the extra kilos 
that are due to medication side effects and he does not feel like having sex as he used to 
before my illness ...this is so depressing and Ifeel so low, wondering ifphysical attraction 
is the only thing that this relationship was based on?”
Most female RTRs, whether married or single, seemed to be preoccupied by their 
physical appearance that influenced their relationship especially with husbands, partners 
and future prospects of getting married.
Therefore the above negative experiences of changed social and family relationships 
reflect how and why recipients felt low and reported a less satisfied quality of life. Their 
negative interactions and behavior of people around them made them feel unwanted and 
dependent. Interestingly, on one hand, where some recipients developed a new insight 
into the significance of familial bonding, the low scores realized how some relationships 
change negatively in critical times.
This theme points towards the process of returning back to the family and social set up, 
adaptation, settling and adjustment after having a kidney transplant. The way each
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recipient is welcomed and dealt by his/her close relations, determine his/ her adjustment 
and coping influencing self esteem and overall QoL satisfaction,
ii) Life orientation
Participants also described the ways in which their life orientation and whether they 
considered themselves to be an optimist or pessimist influenced their reaction to having a 
renal transplant. It reflected the recipients’ attitude and approach towards life in general 
and health with a transplanted kidney in specific., their health concerns at present and 
future chances of healthy survival. There was a close association between life orientation 
and relationships, self identity and coping. All these factors influenced each other e.g. 
changes (both positive & negative) in close relationships modified the recipients life 
orientation and vice versa.
Life orientations among success and failure stories differed significantly. The recipients 
with increased QoL satisfaction expressed more gratitude and, optimism with a focus on 
the present instead of worrying about the future. However, the failure or dissatisfied cases 
appeared more pessimistic about their future and appeared to be overwhelmed with the 
uncertainty regarding the normal functioning, survival and longevity of their grafts. The 
high scorers, despite their concerns about graft functioning and survival, expressed their 
faith in predestined time of death as reflected by their views, when one male recipient 
(Case 74) said;
“The time o f our birth and death is predestined no matter what we do, we can 7 
change our destiny but at least I  am surviving despite an organ failure ’ ’.
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This view also reflects that there were marked differences in attributions of having a renal 
failure in high and low scorers. The high scorers perceived it as a predestined 
phenomenon and considered themselves lucky to have an illness with a cure rather than a 
disabling condition that could have no replacement therapy e.g. cancer or aids. The low 
scorers instead, blamed the health professionals and social system for their renal failure.
It was evident when one male recipient (case 134) said;
“ ...if  I  am here with a transplanted kidney at such a young age, it is simply 
because o f the inefficient doctors who were not able to either diagnose or treat my illness 
at all. They are a part o f medical mafia who wants to earn money through by having 
more people having a transplant”.
It is not very clear whether the negative life experiences particularly transplant related, 
influence their life orientations or vice versa. When asked about the reason for then- 
negative perceptions of health professionals and society exerting a stressful influence on 
them, they tend to attribute it to their experiences with health care and social system 
during and after their renal failure.
He (case 134) further said;
“People don 7 value human beings they are just concerned with their benefit...If I  
am sick ...I am useless and have no value for my friends and company and they won 7 
have me for nothing... they only value my work and this is so sad”.
Another male recipient (case 77) who had his transplant 3 years ago expressed his anger 
towards the doctors, blaming them for his condition;
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“Doctors are the most heartless creatures on earth...I wonder i f  they have any 
human emotions at all...will they treat their own family members with the same 
insensitive and rude behavior, the way they deal their patients? They only value a patient 
who gives them lots o f money otherwise they treat you like animals ...may be worse”.
These accounts reflect that the recipients’ perceptions and orientations are influenced by 
the kind of experiences they had during their critical times. Those who were given quality 
care, treated with care and concern, developed a positive orientation towards their family, 
social relations, health care system and medical professionals and the ones with a 
negative experience perceived it otherwise.
iii) Social Comparison
The notion of social comparisons was also apparent in participants’ descriptions 
of their responses to having a transplant. These comparisons reflect how healthy or 
physically functional the recipients feel after a transplant to verify the claim that 
transplantation brings recipients life closer to normal.
Self-perception refers to an individual’s evaluation of his/ her overall physical health 
functioning, coping and subjective well being’ after transplant. The recipients differed in 
self perceptions when they compared themselves to other people. When they were asked 
as how they perceive themselves compared to healthy individuals without a transplant, in 
most cases, the recipients who were more satisfied with their life and transplant (high 
scorers on QoL) did not compare themselves to healthy people. Instead they considered 
themselves better and privileged to resume a normal life after being ill for a long time.
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They viewed that no comparisons can be made in their situation as reflected clearly when 
one recipient (case 25) who had a transplant 2 years ago, said;
“There is no comparison possible...! don 7 compare myself to those who did not 
have a kidney failure? I  can compare myself to those who had it and are still suffering on 
dialysis and I  feel luckier and thank God to get a donor at the right time and resume my 
normal life ’ ’.
Another female recipient (case 32) who had her transplant 1 year ago also confirmed this 
faith and said;
“...I can only compare myself to my condition before the transplant and that’s why I  am 
so happy to be lucky enough to afford a transplant and a successful one...what i f  I  had 
died with renal failure or stayed on dialysis?”
The low scorers responded with a negative perception when comparing themselves to 
healthy individuals. They also viewed that there is no comparisons between them and 
healthy people but their orientation differed to the high scorers. A male recipient (case77) 
said;
“....how can! compare myself to a healthy person? A healthy person is normal 
and has no issues o f affording lifelong medication suffering with devastating side effects 
and living with this future uncertainty o f losing the kidney any time....what do they know 
o f  a life with a transplanted kidney...
Explaining it further, another male recipient (case 70) who was a government employee 
said;
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“...I am living on a bonus life... with a bomb, ticking inside me and I  really don 7 
know when and how it will explode...there is no comparison between my life and a 
normal healthy drug free life... they don 7 have to worry about catching infections or 
becoming a victim o f blood pressure for no fault o f mine... ”
Social comparisons appeared to highlight the recipient’s sense of normality or low self 
image with a transplant and we can go further to analyse the mechanisms responsible for 
a certain type of self and others perception. The negative perceptions reflected their 
concerns about graft longevity, anxiety and uncertainty regarding the regained health 
status.
iv) Coping & Self care/ Compliance
It points to the strategies adopted by the recipients to adjust and deal with the routine 
challenges of life after transplant. The individual approach of every recipient to handle 
the positive and negative aspects faced after the transplant. According to Dean (1989), 
self care refers to ‘the range of behaviour undertaken by individuals to promote or 
including adherence to medication, dietary and exercise recommendations; monitoring 
symptoms; maintaining physical function; executing medical regimens and making 
decisions about seeking care’ It involves recipients’ behaviours, attitudes and the 
knowledge of their significance (Gordon, Prohaska, Gallant and Siminoff, 2009).
Coping is reflected in the way every recipient handles and deals with the altered physical 
health status, relationships, future goals and aspiration, self -image, etc. manifested by 
his/ her functioning in domestic, social and occupational life. Coping involves both 
psychological and behavioral aspects. The varying life orientations’, i.e. being pessimist
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or optimist directly/indirectly affects the way they cope with a changed life style after 
transplantation.
Although, life post transplant improves significantly but there are new challenges and 
issues to address. The recipients who scored high on QoL index, showed an attitude of 
acceptance and motivation to adhere to the recommended follow-ups.
The recipients discussed the dynamic process of adjusting with the altered life styles and 
challenges post transplant. The types of coping strategies reported by the recipients 
included; religious, emotive and problem focused coping. There appeared a prominent 
trend of religious coping involving meditation and faith in God that enables them to go 
on.
A married male recipient (case 17) who had his transplant 4 years back said;
“Allah saved my life and gave me a second life...another chance to live and I  
seek His strength to give me the courage to live with it happily and He always gives me 
whatever I  ask... ”
They seemed to focus on their will power and faith in God along with their problem 
solving approach that enables them to cope well with difficult situations as a female 
single recipient (case 110) who was highly satisfied by her life ever since her transplant
2.2 years back as she said;
‘ 7 believe in the thought o f I  can & I  will so this makes me do even the impossible things 
but all I  have to do is to give it a try and have complete faith and trust in God...who 
never disappoints me”
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The less satisfied recipients seemed to indulge in emotive coping as reflected by their 
excessive blaming attitude, anger and frustration on losing their native kidney. They 
tended to keep focusing on how and why they had a kidney failure, sometimes blaming 
the doctors for misdiagnosing or not getting timely / quality health care. A separated 
female recipient (case 66) who had her transplant 3 years ago said;
“ I  have to live this life o f a transplanted patient just because they (doctors) did 
not know their job, they get marks and pass using unfair means, and we are at their 
mercy to be killed or live like this.. ”
Another unemployed male recipient (case 56) who had his transplant 3 years back said;
“you can 7 call it living a life....this is no life...I am still living like a patient who 
has to take his medicines daily... see the doctor and get blood tests done regularly... is 
this what you call a normal life? I  can 7 do the stuff I  wanted to, I  left my hobbies and 
aspirations ...I’m just dead!
The negative emotions and feeling of loss are predominant among those with a lower 
satisfaction with their life post transplant. The separated female recipient (case 66) again 
expressed her concerns about coping in future married life and said;
“How can I  do all the things that a normal woman is expected to do? I  am 
separated because my husband doesn 7 find me fi t  enough to be a normal wife... Can I  
live a normal married life? I  can’t...so how can I  cope normally...! can 7 even pursue the 
career or studies o f my choice with this health.
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Coping after transplant reflected some important aspect regarding their beliefs, faith, 
attitudes towards self, others and present and future life in general as well as personality 
types that determined how each recipient decided to accept, adjust and adapt to this 
changed health status and over all life style. The recipients with a positive attitude and 
perception reported to be coping well in contrast to those who attributed failures in life to 
their transplant. In this study, an attitude of gratitude, and motivation to cope with 
acceptance of life as it is, was found more among the success stories. The recipients who 
were more satisfied with their QoL after transplant, described themselves as ‘lucky to 
have a second chance’ to live and valued their improved health compared to pre 
transplant phase.
v) Self-Identity
The notion of participant’s self identity also permeated the transcripts. Their self 
image being a transplanted individual appeared to be a quite significant factor that not 
only influenced their coping and relationship, but their adjustment in social and 
occupational life as well. The high scorers on QoL tend to have a positive self image and 
viewed themselves worthwhile as compared to those who were less satisfied with their 
QoL and developed feelings of being less capable. Body image also appeared to affect 
their self identity indirectly since they expressed that excessive weight gain (obesity) and 
loss of hair due to medication side effects made them physically less attractive. The low 
scorers expressed their self identity as that of a patient indicating an assumption of a sick 
role in contrast to those with increased satisfaction who considered themselves as normal 
people with a condition and not an illness. These varying perceptions of self image i.e. 
normal healthy individual and a patient clearly influenced their coping.
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The contrasting/ varied life orientations also resulted in different impacts on their self -  
identity found to be closely associated with social comparisons. The more functional and 
socially adjusted they perceived themselves, the better their self image. The success cases 
had a more positive self image with a desire to indulge in maximizing their potential. 
Their feeling of worth and a positive attitude towards themselves is particularly reflected 
by contrasting perception of high and low scoring female recipients. The less satisfied 
group expresses a low self image attributing it to the adverse physical side effects e.g. 
excessive weight gain and loss of hair. Most female recipients seemed preoccupied with 
their body image making them less desirable for their partners and they reported it to be a 
factor in worsening their marital relationship.
Another low scorer female recipient (case 48) who got divorced just after 8 months of her 
transplant attributed her divorce to her obesity, she said;
“My husband was a typical man he discarded me since I  was a burden on him
with life-long medication and in return he was not getting what he expected out o f  me /
am a fa t woman and he doesn 7 love me anymore. His love was for my slim body not 
me....but at least I  have seen his true face...though at a heavy price....
The same experience of divorce is perceived quite differently by the other female 
recipient (case 114) who showed increased life satisfaction. She got her transplant 1 year 
back and was divorced just after two months of her surgery. She was thankful to God to 
having her seen the true face of selfish people when she said;
‘ 7 am so relieved that God saved me from those selfish people who showed me 
their ugly face when the real test came....my husband never deserved me and that’s why
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he ran away because he was not a man enough to own me......I  am far better without all
that stress... a more confident woman”
Besides changes in self identity due to different relationship experiences, their ability to 
achieve their aims and goals in life also influenced their self image and worth. A young 
male recipient (case 56) who has a transplant 3 years back and aimed to set up his own 
business said;
‘ 7 don 7 think I  can do what I  planned to do when I  was normal...! mean 
healthy ...with this transplanted kidney...! can 7 focus on my business and avoid public 
meetings fearing that !  might catch an infection...so !  have physical limitations and 
health issues that prevent me from achieving what was my dream”
Self identity appeared to be a result of their individual experiences after their transplant. 
The type of support and behavior shown by their family and love ones seemed to 
determine how good or bad they felt about themselves. Self worth was also described in 
terms of their ability to contribute and achieve their goals in life. These perceptions and 
beliefs that tend to develop after bitter life experiences are particularly indicative of the 
fact that each individual with a unique perception of antecedent event and specific 
personality type develops his/her life orientation that is modified by a multitude of 
sociodemographic and psychological factors.
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vi) Medicalization & Health Professionals
Medication is a mandatory and lifelong component post transplant. 
Immunosuppressant tablets have to be taken daily and occasional forgetting can lead to 
fear of rejection of the kidney.
The participants showed a strong commitment and compliance towards the 
medication regimen despite the adverse common side effects, including; weakening of 
bones, fatigue, skin problems, unwanted hair growth, swollen gums, and weight gain. All 
participants perceived side-effects as inevitable, and endeavored to adapt with varying 
success.
Transplant recipients need to be in a constant interaction with medical care and health 
professional pre and post transplant. This doctor-patient relationship has a significant 
impact on their recovery, physical health and psychological well-being. The nature of this 
relationship depends on the type of experience and interaction that develops their 
perceptions about health professionals. Success stories reported a positive view of health 
professionals and perceived them as saviors who helped them resume normal life and 
regain health. On the other hand, the less satisfied recipients blamed the health 
professionals as being inefficient because according to them, the doctors were unable to 
diagnose and treat them on time and due to this negligence, these patients had to undergo 
a transplant. Some less satisfied recipients even accused the doctors of being selfish and 
money orientated part of a mafia system, deliberately bringing patients to a verge of renal 
failure so that they can earn more money by conducting transplants.
Health care has been an important area of concern for all recipients. They shared their 
experiences with health care focusing on the attitude, efficiency and skills of the health
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professionals while dealing with them before and after the transplant. An interesting 
contrast was apparent in the description of this relationship among high and low scorers. 
The high scorers expressed gratitude, happiness and positive feelings about being helped 
by the health professionals to regain health and survive through this critical phase and life 
threatening illness whereas the low scorers blamed the doctors for not making a timely 
diagnosis of their renal failure and thus leading them towards a transplant.
A female high scorer (case 88) married recipient who had her transplant 3 years back 
said;
“ I  am thankful to these life savers who helped me survive and have another 
chance to live with my family ...God bless them and I  am really impressed that they 
helped me get out o f that misery and pain....
Another married male recipient working as a financial analyst (case 20) said
i f  I  am leading a normal life today is because o f Allah and his skilled human 
beings ...the doctors who did my transplant and saved my life...not only my life...but 
made me re-enter the normal routine life as i f  nothing happened.... ’ ’
There were contrasting feelings about the health professional among low scorers and 
some of them even considered the doctors in Pakistan to be a part of a mafia and thought 
that the doctors deliberately push the renal patients towards the last stage of transplant to 
earn more money. It was clearly mentioned by a young male recipient (case 134), as he 
said;
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“...the doctors in Pakistan are so selfish and money minded that they don 7 treat 
patients on time just to earn more money....they did not treat me on time when my 
condition could be handled ...instead they dragged me to this point where it became 
inevitable for me to have a transplant....of course they got much more money in a 
transplant than treating me otherwise... ”.
There was anger, hatred and anguish reflected by the low scorer recipients who blamed 
the health professionals for their rude attitude and inefficiency. Another male recipient 
(case 56) who had his transplant 3 years back said;
“...most doctors in Pakistan are playing with the lives ofpeople without any 
checks on their illegal practice...they have made this sacred profession a money minting 
business and try to earn a lot o f money no matter they have to put human lives at stake...! 
was forced to get admitted to a doctors private clinic and get a transplant in two days 
only ....is it possible to conduct all the matching and other procedures in just two 
days???? No way....he just wanted to grab me as a business opportunity so that any other 
doctor doesn’t avail this golden chance.”
Adding to this negative attitude and behavior shown by the doctors, the separated female 
recipient case (66) said;
“...doctors are insensitive and heartless creatures....they give a damn to how a 
patient feels when they treat them like an object and how the family suffers through their 
hands...”.
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There was blame, anger, hatred and frustration among many low scoring recipients 
towards the health professionals based on their individual experiences that lead to their 
developing mistrust on doctors and overall health care system. However, those who had a 
positive experience of medical professionals and health care appeared to be thankful and 
expressed their gratitude finding themselves lucky to get a second chance to live, 
vii) Impact:
The way every recipient perceived the consequences of transplant experience 
refers to the impact of transplantation. Impact involves physical, psychological and social 
influences affecting their QoL. The perceptions of their health status i.e. physical and 
sexual energy pre-post-transplant, anxiety and stress related to family adjustments, 
financial issues, graft survival, lifelong dependency of immunosuppressant medication 
and executing family responsibilities. It gives a clear indication of the recipients’ 
concerns and apprehensions about coping with altered life styles after having a kidney 
transplant.
Compliance with immunosuppressant medication also appeared to be a main impact of 
transplant. The success stories perceived compliance as a way of showing gratitude and 
protective behaviour towards their transplanted kidney. They reported a firm belief in 
adhering to the lifelong immunosuppressant and diet plan recommendations to keep their 
grafts healthy and survive long. However, the recipients who reported lower QoL 
satisfaction considered medication compliance as an obligation that appeared to be too 
taxing for the rest of their lives. They also attributed the adverse medication side effects 
to the prolonged use of immunosuppressants and expressed their concerns about the 
negative impact of complying with these drugs.
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The separated female recipient (case 66), who gained excessive weight and unwanted 
facial hair as a side effect, expressed her helplessness and concern and said;
' 7  have become so unattractive at such an early stage o f my life just because I  
have to take these poisonous medicines, ...which are damaging my appearance...but I  
have no choice and have to continue taking these as long as I  live...do you think I  can get 
a good life partner with this physical appearance...what can I  do??? Nothing...but just 
give in to my destiny... ’ '
The negative impact of medicine side effects was frequently reported by most recipients 
but single and female recipients were more concerned due to loss of physical attraction. 
However, the overall impact of having a renal transplant, when compared to pre­
transplant phase, was markedly positive and most recipients found themselves to be 
closer to normal health functioning and were satisfied with their life post transplant.
The qualitative analysis reflects some differences in attributional styles, perceptions and 
individual experiences of RTRs. Those who tend to be more satisfied with their QoL after kidney 
transplant tend to have a positive view/ perception of their self, health status, familial and social 
life with an attitude of gratitude and acceptance of life circumstances as they are. In contrast, 
those with a lower QoL satisfaction expressed self-pity, being discarded by loved ones, resulting 
in low self worth and feelings of anger and blame for loss of their native kidney. They attributed 
their kidney failure to delay and in efficiency diagnosis and treatment. The focuses of both 
groups seem to differ in their attributions of having a kidney failure, transplant experience and 
outcomes and social comparison. Those with a lower QoL perceived ‘half of the glass being
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empty’ and described their life being marked with uncertainty, fear of graft loss and poor 
physical health status resulting in a low self-worth and a self-identity of a ‘sick person’ besides 
issues of affording lifelong medications. In particular, the young recipients with poor QoL 
expressed their apprehensions about future prospects and aspirations. In contrast, those with a 
higher QoL satisfaction had a positive life orientation, with a positive attitude towards the 
transplant experience, gratitude, acceptance of the transplant with its consequences, positive self- 
image, and satisfaction with their physical functioning resulting in a positive self-identity. They 
attributed their transplant success to family support (realizing the value of relationships and 
support systems) and quality health care.
It can be concluded that, although, the individual experience of every recipient, regarding 
health care, family life, social environment, personality type and belief system influenced the 
process of recovery, acceptance, adjustment and coping post-transplant, however, those who 
were highly satisfied with their life appeared to differ in their overall approach and attitude 
towards self, others and life in general. The high scorers showed a more positive/ optimistic 
approach towards their condition, illness and recovery with increased acceptance and gratitude as 
compared to the less satisfied recipients who appeared to be more critical, and pessimistic about 
their present and future life prospects. The less satisfied RTRs reflected more external locus of 
control and blamed destiny, in efficient health care and social system for their poor renal failure 
and poor QoL. Although perspectives differed among these two groups of recipients but the main 
themes and domains discussed by both groups remained the same. Both groups focused on 
relationships, personal experiences of health care and medicalization, fear of losing graft, future 
prospects and current physical health functioning, but in their own ways. The same issues and
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areas were described with a positive orientation by the highly satisfied recipients whereas the 
less satisfied RTRs perceived these aspects with a pessimistic approach.
Discussion
The findings of this study indicate that recipients’ perceived QoL after renal transplant is 
influenced by a multitude of psychosocial and personal factors. Briefly summarizing, these may 
include feelings of gratitude for donor, family and the renal team, or blame for kidney loss, 
social comparisons including the feeling of being either normal or ‘not normal’ and being treated 
differently from others. Although they do not negate the improvement in quality of life post 
transplant, but the extent of satisfaction with overall QoL seems to be influenced by a multitude 
of factors, including; individual characteristics, e.g. personality type, life orientation, 
environmental and financial conditions as well as quality of available health care.
The findings revealed a combination of personal, social and environmental factors 
influencing QoL after kidney transplant.
Research indicates that a successful renal transplant improves recipients’ levels 
of fimctional ability compared with patients receiving dialysis (Parsons & Harris, 1997). 
Recipients face many new challenges and altered life style after kidney transplant surgery. For 
example, they face new pathologies associated with the immunosuppressant medications that are 
mandatory for the rest of their lives. They live with the uncertainty and fear of organ rejection. 
They need to acquire new skills to take care of themselves, such as recognizing the signs and 
symptoms of impending infection and rejection. This suggests that once a transplant has been 
performed and the patient has been discharged with a functioning graft, the patient must continue 
to deal with a life of chronic illness (Luk, 2004). The present study also reflected similar 
concerns and issues as described by recipients after their kidney transplant. There are limited
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qualitative studies on QoL after renal transplant. Orr, Willis, Holmes, Britton and Orr (2007) 
studied the experience of living with a kidney transplant, using thematic analysis, and identified 
themes including, medicalization; fear; gratitude; and coping. The authors found that these 
themes pervade the lives of the recipients and that the psychosocial effects of transplantation are 
long-lasting. Confirming previous studies, recipients in both groups of high and low scores on 
QoL expressed their concerns about graft functioning and longevity, fear and anxiety about 
losing the kidney and issues related to medicalization.
However, when the recipients were asked about the awareness and knowledge of the self 
care strategies that need to be adhered to after transplant, none of them knew about the expected 
health promoting behaviors except for medication compliance and avoidance of infections. There 
was a lack of awareness regarding self care strategies such as fluid intake (2-3 liters of fluid to 
keep the kidney hydrated), avoiding salts, regular exercise and sun protective behaviors. Kidney 
recipients are required to practice self-care starting immediately post-transplant and continuing 
on lifelong basis to ensure the proper functioning and longevity of their kidney graft. Self-care 
practices include: taking immunosuppressive medications, staying well-hydrated, exercising, 
following a low-salt and low cholesterol diet, vigilant monitoring of vital signs, managing 
symptoms, wearing sun protection and avoiding contact with people who are ill (Gordon,
Ladner, Caicedo, and Franklin.2009).
Ongoing research is also identifying the risk factors, stressors and issues of lack of 
knowledge and self care after transplantation. Skiveren, Mortensen and Haedersdal (2010) found 
that recipients did not perceive the threat of skin cancer as an important health problem and, 
therefore, did not prioritize sun protection, despite being aware of their increased risk of 
developing skin cancer. Moreover, negative individual attitudes towards the use of sunscreens
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and wearing hats were barriers against efficient sun protective behavior. The authors suggested 
that the Health Belief Model can be used to identify and describe factors that influence decisions 
and behavior among RTRs.
The present study found some common stressors among RTRs, irrespective of their level 
of satisfaction with QoL. The recipients described their individual coping strategies to deal with 
stress after transplantation influencing their perceived quality of life. Question inquiring about 
stressors or concerns experienced by recipients post transplant revealed that the main stressors 
were fear of rejection, compliance with medication and side-effects of medication, uncertainty 
about the future, fear of infection and the cost factor. Since medication costs are not covered by 
insurance or government health services in Pakistan, so issues of affordability do affect 
medication compliance.
Medication adherence is a mandatory part of recipients’ post-transplant life and studies 
have found that although non-adherence is the major cause of graft loss yet little is known about 
the perspectives of kidney transplant recipients on medicine taking. A qualitative study described 
the beliefs, experiences and perspectives of RTRs on medicine adherence. The authors suggested 
that considering patients’ attitudes, priorities, current life events, commitments, the support 
systems and healthcare services can plan interventions to promote concordance between 
prescribed medication and medicine-taking behaviors. This may improve treatment outcomes 
and mitigate the risks of non-adherence-related rejection (Tong, Howell, Wong, Webster, and 
Howard, 2011). A similar study explored patients’ perceptions of stress and QoL at different 
stages following a first, functioning renal graft: within six months, between one and five years 
and over five years later. They identified a number of concerns, of which fear of rejection was 
the most frequently mentioned, followed by stress generated through altered body image (a
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product of immunosuppressive therapy). Nevertheless, all reported a significant increase in QoL 
after transplantation, although improvement was least marked in patients in the intermediate 
group (1-5 years after surgery) who also experienced most stress. The authors suggested that a 
larger scale study to validate these findings so that clinicians can design interventions to enhance 
quality of care and quality of life (Fallen, Gould, and Wainwright, 1997). Identification of 
stressors, experienced by RTRs, would enable transplant teams to design interventions to help 
transplant recipients to cope with the demands of life with a renal graft (Kong & 
Molassiotisl999). A qualitative study exploring the experience of living with a kidney transplant 
found that ‘despite the acknowledged difficulties’ RTRs showed a firm and positive approach to 
cope well. The participants with more satisfaction with their QoL found the benefits of transplant 
much more than being on dialysis. They expressed a lot of gratitude to have this second chance 
to live and realized the importance of looking after the kidney. The participants related 
themselves to successful transplant stories and desired the same positive health outcome for 
themselves (Orr, Willis, Holmes, Britton, and Orr, 2007).
This study also reflects some cultural and religious influences affecting recipients 
perception of health locus of control. Religious orientation and faith appeared to associated with 
more external locus of control. Recipient believed that prayers, meditation and faith in God’s 
power to bless them with health can change their destiny and has a positive impact on their 
health and psychological well-being. A high scorer married, working female who had her 
transplant 3 years expressed her faith in destiny and religious powers;
‘ ‘I was destined to regain health, although things seemed impossible at some time, but 
Allah had written more life and health in my destiny so I recovered despite all the odds and
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inefficient doctors. If we pray sincerely and only if Allah grants ours wishes and listens to our 
prayers, nothing in the world can go against us” .
This reflects the cultural phenomena of external locus of control being attributed to God 
and being religious. It appeared that very few recipients had an internal health locus of control, 
who associated their transplant success and survival with compliance and individual efforts to 
indulge in health promoting behaviors. A majority attributed health and well-being either to the 
quality of health care system, social system and environmental factors (e.g. finances) or destiny 
as determined by God.
The above issues indicate that attitudes and perceptions need to be worked on post­
transplant for a better psychological well-being and learning to accept the odds and evens of this 
major life experience. Psychological issues need to be addressed in the follow-up management 
plan.The efficacy of therapeutic intervention addressing psychological issues among recipients is 
supported by studies. A study with both quantitative and qualitative components explored 
emotional issues among RTRs by comparing individual vs. group therapy vs. controls (who 
receive no therapy. Recurring themes described by patients during psychotherapy were analyzed 
qualitatively. They grouped the emotional problems into three recurring themes (i) fear of 
rejection, (ii) feelings of paradoxical loss post-transplant despite having received a successful 
transplant and (iii) the psychological integration of the newly acquired kidney. It was found that 
psychotherapeutic intervention was an effective means of addressing emotional problems in 
RTRs. The recurring themes provided a baseline for psychotherapeutic exploration and 
resolution of these issues. Successful resolution of these issues was associated with lower 
depression and the redefinition of normality in daily living post-transplant (Baines, Joseph and 
Jindal 2002).
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The present study was designed mainly because of my personal experience of having a 
renal transplant at a young age. My experience of losing a native kidney immediately after 
marriage changed many things around me and developed new perspectives about self, others and 
life in general. For example, it caused feelings of depression, social isolation and fear of dying. 
The renal failure affected my physical appearance negatively such as darkening of skin/ 
complexion, loss of energy, fatigue, insomnia and constant nausea and vomiting at later stages of 
renal failure. All these conditions affect my personal, social and professional life as I became 
more dependent on others. This developed a feeling of helplessness, dependency, worthlessness 
and low self image in me. In particular, the marital relationship got affected to a great extent. The 
illness affected my sexual drive and desire and this was not always understood by my husband.
In Pakistan, where diagnosis comes quite late after several trial and errors by a number of health 
professionals, it was too late when the family and social circle realizes the real cause of my lack 
of interest, loss of energy and social withdrawal, which was previously perceived as an 
intentional behavior of the patient. These complex issues, involving the impact of kidney failure 
on personal life/ relationships, life orientation and attitude, coping and adjusting to altered life 
styles and health conditions were the main reason to explore individual experiences of renal 
transplant recipients. In particular, I felt that, woman have serious concerns and issues of getting 
married and maintaining their married life, having children, being productive and contributing to 
households with this life long condition. I realized that having a renal transplant adds financial 
burden to the family as well as other potential health risks and less attractive physical 
appearance (obesity and hair & bone loss, as medication side effects) that lessen a woman’s 
desirability and worth being a wife or a prospective life partner. These were the serious issues 
that needed to be studied and focused being a Pakistani female transplant recipient. The aim was
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to highlight and develop awareness about having a normal life by working on one’s 
psychological issues and enhance subjective well-being. My personal experience showed that a 
strong familial support not only makes the journey of illness less painful, but it also helps and 
motivates to recover, and get back to routine life feeling good and normal without damaging 
one’s self esteem. Even negative experiences of health care professionals and/ or social groups 
(friends, peers and relatives) are dealt in a healthy way and do not leave a negative impact on 
future adjustment, if one has a supportive and caring home environment.
The qualitative interviews were included to finds how other recipients have experienced 
renal failure, and personal issues discussed above and to explore the reasons perceived and 
attributed by the recipients. The experiences as discussed in the interviews reflect the individual 
journey of each recipient. The positive and negative perceptions and life orientations seem to 
develop as a consequence of how each person lost his/ her kidney, i.e. the perceived causes of 
illness or renal failure, the course of illness and issues of diagnosis, acceptance of loss of native 
organ, and expectations regarding success and efficacy of transplantation as an option to restore 
health. It seems that support systems played a significant role in helping me to cope with the 
altered physical condition and life styles. I realized that the care and attitude of family and 
society restored my self esteem, ability to resume work/ household chores etc. Personality type 
does affect the recipients coping and perception of life post transplant, but the main factors that 
determine how satisfied, happy and optimistic I was, after transplant, depended on psychosocial 
factors more than medical ones. In my view, this doesn’t undermine the significance of health 
indicators and clinical factors, but it might be possible that despite a good/ normal graft 
functioning, individuals appeared to differ in their perceive QoL and level of satisfaction because
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of different personal and environmental factors that influence psychological well-being of the 
recipients.
Recommendations: To optimize post-transplant quality of life there is a need to address 
individual issues as experienced by every recipient. It is recommended that RTRs need 
psychological intervention / family counseling as a part of their follow-up plan because how 
every recipient perceives the challenges of post-transplant life determines his /her unique coping 
style that varies according to varying demographic and psychosocial characteristics. This 
psychological evaluation and counseling can be beneficial to facilitate their coping and improve 
their psychological well-being post-transplant.
Clinical Implementation: The analysis highlighted rich and meaningful insights and 
awareness about the perceptions and experiences of renal patients after transplantation. 
Differences in life orientations, perceptions and coping skills influencing satisfaction levels of 
QoL indicate the need to develop therapeutic plans to address these issues that can facilitate the 
recipients to cope with the demands of life with a renal graft, from the initial stages to 
resumption of work, family responsibilities and adjustments to routine life after transplant.
Keeping in view the individual differences and psychological well-being of transplant 
recipients, it is important to consider psychological management and counseling along with 
medical follow-up. Orr et al. (2007) suggest that it is important that the transplant team considers 
the recipients’ personality, beliefs and emotional issues pre and post transplant for better physical 
and mental health outcomes. Failure to do so risks disappointment and frustration, potentially 
reducing or delaying adaptation to the transplanted kidney and compromising QoL. Previous
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research has not focused much on these issues since it has not been a major threatening factor for 
the overall viability of post-transplant adaptation, but there are implications for both clinical 
practice and theory. It is a fact that life post-transplant cannot be described as ‘normal, therefore, 
the recipients must be made aware of the pluses and minuses of the transplanted kidney when 
they opt for a transplant for a better adaptation and coping afterwards.
Concluding Remarks
It can be concluded that recipients who reported increased satisfaction with their QoL 
appeared to have a positive perception of their health status, optimistic life orientation, increased 
health locus of control and problem focused coping skills. They showed more gratitude and 
perceived transplantation as an effective modality that helped them return to life comparable to 
normal. They had good self image and self-esteem, and considered themselves privileged to have 
resources and chance to get their transplant. In contrast, those who were less satisfied with QoL, 
expressed anger, feelings of being punished, a blaming attitude towards health professionals and 
the society in general and attributed their renal failure to the stressors imposed by the social 
conditions, inefficiency of health professional and sometimes destiny. The low scorers tend to 
feel depressed and had a ‘why me?’ attitude. Instead of perceiving half of the glass being full, 
they dwelled on the other half being empty. Most participants appeared to comply with 
medication regimens. Although new symptoms related to the medication regime surfaced, 
participants commented that they improved markedly in physical and social fimctioning, and 
have a better quality of life as a whole. Participants expressed their needs regarding information 
on the side effects of medications, sexual life, proper exercise and diet.
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CH: 7
Predictors of QoL
Introduction:
The previous chapters have looked at perceived QoL and the clinical and demographic and 
psychosocial differences in QoL as well as associations among these factors. The study 
investigated associations among QoL and clinical, demographic and psychosocial factors. So far, 
except clinical factors, some significant associations were found among QoL demographic and 
psychosocial factors, pointing towards the need to clarify the causal priorities among these 
factors. This chapter attempts to analyze whether QoL is an outcome or predictor of 
demographic, clinical and psychosocial factors using the Wilson & Cleary revised model as 
described in chapter 5.
According to this model, characteristics of the individual and the environment i.e. socio­
demographic factors are important determinants of perceived QoL and can influence biological 
fimction, symptoms, functional status, and general health perceptions combined together as 
‘QoL’. On the other hand, it posits that alteration in biological functions (general health 
indicators & renal functions) , can influence subsequent determinants of QoL e.g. symptoms, 
functional status, and general health perceptions. In this model, there are two set of variables 
that appear to predict perceived QoL, these include ‘sociodemographics’ and ‘biological 
functions or general health’. No specific psychological predictors are mentioned in this model. 
However, the ‘individual characteristics’ and ‘symptoms’ (e.g. depression) maybe considered as 
psychological aspects.
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Aim
• To analyze whether QoL is an outcome or predictor of demographic, clinical and 
psychosocial factors using the Wilson & Cleary revised model.
• To examine the cross-lagged correlations among QoL and the above three categories of 
variables (demographic, clinical, & psychosocial) to determine if any causal relationships 
exist and if so, what is the causal direction of these factors.
7.1 Demographic Predictors of QoL
The findings revealed that demographic factors influence QoL satisfaction among RTRs.
Table 7.1
Demographic Predictors o f QoL at wave 1, 2 & 3
Demographics B
Wave 1 
t Sig. P
Wave 2 
t S i g . P
Wave 3 
t Sig.
Age -.321 -3.641 .000 -.227 -2.284 .024 -.463 -4.587 .000
Gender -.247 -3.033 .003 -.105 -.1.246 .215 -.193 -2.355 .020
Marital status -.301 -3.536 .001 -.236 -2.478 .014 -.381 -4.306 .000
Education .161 2.053 .042 .100 1.218 .225 .040 .485 .628
Work Status -.296 -3.494 .001 -.177 -1.801 .074 -.186 -2.073 .040
Monthly Income .312 4.370 .000 .266 3.342 .001 .055 .707 .481
Time Since Transplant .102 1.403 .163 -.203 -.2.535 .012 -.025 -.292 .771
Dependent variable: QoL wave 1, 2 & 3
W-lAdjR^ = 279, F (7,136) = 8.893, p= .00. W-2, AdjR^=.177, F (7,136) = 5.392, p = .00 
W-3, AdjR  ^= .248, F (7,136) = 7.729, p = .00
It was found that in two assessments, younger age, male gender, being in a relationship, 
being employed and higher monthly income predicted increased QoL satisfaction. However, 
some demographics were not consistent predictors of QoL across three waves. These included; 
gender, education, work status, monthly income, work status, and time since transplantation.
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7.2 Clinical/ Medical Predictors of QoL
The Wilson & Cleary model shows the main but not exclusive direction of causality 
among clinical, personal and environmental factors and their impact on QoL. The present study 
uses a similar approach to study the following pathway of clinical variables influencing 
perceived physical functioning and overall QoL post transplant (see Fig.7A below).
Figure.7A
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Source: Adapted from: Wilson and Cleary (1995)
Considering Wilson & Cleary framework, this study included; biological factors’ (serum 
creatinine, blood urea and semm hemoglobin), symptoms (depression), functional status, general 
health perception, characteristics of the individual (age, gender), and characteristics of the 
environment (time since transplantation, marital status, and financial conditions) were examined 
to determine their potential impact on overall QoL. For the purpose of analysis, the longitudinal 
data were used to examine relationships between clinical and psychosocial factors in predicting 
QoL.
The clinical data included the test results of main kidney functions i.e. serum creatinine,
blood urea and uric acid. Besides the renal functions, other clinical data was also collected, that
is deemed to reflect health status of the recipients such as; cholesterol, blood sugar and
hemoglobin levels. In the third wave, the recipients’ body weight and blood pressure were also
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recorded to assess development of any co-morbid conditions like hypertension and diabetes that 
could be a side effect of prolonged use of the immunosuppressant Cyclosporine. In order to 
cross check compliance with the life-long immunosuppressant medication, the third wave 
clinical data also included their cyclosporine levels in the blood which is being used here as a 
measure of their compliance with the medical regime. The clinical variables were categorized 
into three groups to assess their influence on QoL satisfaction across three waves. The three 
groups were;
a. Transplant-related Characteristics
b. Renal Functions
c. Health Indicators (See Chart below)
Groups of Clinical Variables
Transplant-
related
Characteristics
f
Renal
Functions
y
f
Health
Indicators
)
• Age at Transplant
• Type o f Transplant
• Time Since 
Transplant
•D o n o r  Gender
• M edication Group
• Compliance 
(Cyclosporin levels)
•Serum  Creatinine 
•Blood Urea 
•U ric  Acid
• Haemoglobin 
•Blood Sugar 
•Cholesterol 
•Blood Pressure
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a) Transplant-related Characteristics & QoL 
The factors related to the recipient and donors, having an impact on the transplant outcome are 
referred to as ‘transplant-related characteristics’. Regression analysis of transplant-related 
clinical variables in wavel indicated that the recipients’ age at transplant and gender are the only 
predictors of overall QoL. Other transplant related variables did not predict QoL. Interestingly, 
when the same transplant related variables were analyzed to predict QoL in wave 2, it was found 
that except age at transplant, no clinical variable predicted QoL. Again at wave 3, age at 
transplant and gender were found as predictors of QoL.
Table 7.2
Transplant-related characteristics Predicting QoL at Wave 1, 2, & 3
Wave 1 Wave2 Wave 3
Clinical Factors P t Sig P t Sig. P t Sig.
Age at Transplant -.201 -2.39 .018 -.192 -2.07 .040 -.229 -2.63 .010
Gender -.247 -3.00 .003 -.125 -1.46 .148 -.280 -3.46 .001
Type of Transplant .014 .157 .875 .044 .484 .629 .129 1.50 .136
Time Since 
Transplant
.049 .516 .607 -.024 -.264 .792 -.049 .561 .576
Donor Gender -.039 -.427 .670 -.047 -.512 .609 -.009 .099 .922
Medication Group .031 .328 .743 -.047 -.553 .581 .108 1.34 .188
Dependent variable: QoL wave 1, 2 & 3 
W-1, AdjR^=.056, F (6,136) = 2.447, p = 028. W-2, AdjR^=.018, F (6,134) = 1.425, p = .210.
W-3, AdjR  ^= .127, F (6,134) = 4.399, p = .00
The negative relationship between recipients’ age at transplant and overall QoL reflects
that satisfaction with QoL decreases with age. Gender appeared to be a significant predictor of
QoL satisfaction at two waves, reflecting that male RTRs tend to be more satisfied their QoL.
b) Renal Functions as Predictors of QoL
Renal functions are the most important indicators of health functioning after a transplant. 
The level of Serum creatinine in the blood indicates how well the kidney is functioning. Kidney
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functioning was calculated by measuring level of serum creatinine in the blood. The grading 
criteria for renal functions ranged from A-D with; A excellent(less than 1.0 mg dL), B good (1.1 
to 1.3 mg dL) C satisfactory (1.4 mg dL) and D poor (< 1.4 mg dL), (dL = milligrams per 
deciliter of blood (mg/dL) indicating cause for concern. No associations were found among QoL 
and renal functions (creatinine levels) at wave 1 (r = -.063, p = .53) and wave 2 (r = -.038, p = 
.64). Only at wave 3, a negative correlation was found (r = -. 168, p = .044) indicating that 
recipients with higher creatinine (poor renal functions) reported a lower QoL. Creatinine, blood 
urea and uric acid levels (renal functions) were analyzed as predictors of QoL.
Table 7.3
Regression analysis Renal Functions as Predictors o f QoL
Renal Wave 1 Wave 2 Wave 3
Functions P t Sig. P  t Sig. P t Sig.
Creatinine .120 .939 .271 -.096 -.849 .379 -.330 -2.50 .014
Blood urea -.152 -1.29 .198 -.80 .748 .456 .211 1.57 .117
Urie aeid .104 1.10 .311 .017 .167 .868 .000 .003 .998
Dependent variable: QoL wave 1, 2 & 3 
W-1, AdjR^=.006, F (3,142) = 1.268 ,p = .288. W-2, AdjR^=.015, F (3,142) = .294, p = .830. 
W-3, AdjR  ^= .026, F (3,140) = 2.262, p = .084
Regression analysis of wave 1 and 2 indicated that no renal function indicator was a 
significant predictor of QoL satisfaction among RTRs. Only at wave 3, serum creatinine, which 
is the main renal function, appeared to be the only predictor of QoL satisfaction. Most RTRs had 
their renal functions in the normal range due to restrictive sample, therefore no significant 
variations were found.
c) Health Indicators as Predictors of QoL
Health indicators included for analysis in the study were hemoglobin, cholesterol and 
blood sugar levels. (See table 7.4)
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Table 7.4
Health Indicators as Predictors o f QoL wave 1, 2 & 3
Health Wave 1 Wave 2 Wave 3
Indicators P t Sig. P t Sig. P t Sig.
Hemoglobin .093 1.097 .274 .148 1.636 .104 .225 2.690 .008
Blood Sugar -.036 -.388 .699 -.071 -.821 .413 -.156 -1.912 .058
Cholesterol .042 .451 .653 .093 1.030 .305 -.063 -.755 .452
Dependent variable: QoL wave 1, 2 & 3
W-1, AdjR^=.010, F (3,142) = .510, p = .676.W-2, AdjR^=.006, F (3,142) = 1.310, p = .273. 
W-3, AdjR  ^= .082, F (3,140) = 5.266, p = .002
The regression analysis indicated that none of these health indicators predicted QoL 
satisfaction at wave 1 and 2; only hemoglobin was found to be the predictor of QoL at wave 3.
Some additional clinical information about recipients’ blood pressure and body weight 
was also included to assess at wave 3 to see if there are any co-morbid conditions such as 
hypertension, diabetes and/ or hyperlipidaemia (high cholesterol) that usually develop as a result 
of prolonged use of immunosuppressant medication after a transplant. There is a positive 
correlation in body weight and cholesterol level (r = .446, p < .001) indicating that recipients 
with increased blood pressure and body weight tend to have higher cholesterol levels.
A linear regression analysis was carried out to see if body weight and blood pressure 
predicted QoL satisfaction. The results showed that body weight (P = -.122, p = .188) and blood 
pressure (P= -.101, p = .275) were not significant predictors of recipients QoL satisfaction, (F (2, 
141) = 2.634, p = .075, R2 = .036).
Immunosuppressant Compliance as Predictor of QoL
Compliance with the immunosuppressant medication is essential for the acceptance and 
survival of the graft in the recipient’s body. The additional clinical information at wave 3 also 
included the recipients’ cyclosporine levels in the blood reflecting their compliance with the
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recommended dosage of immunosuppressant. Cyclosporine is a classic (old) immunosuppressant 
medication that is administered in Pakistan for most recipients to prevent graft rejection by 
keeping the body’s immune system suppressed but it has potential adverse physical side effects. 
The aim in including cyclosporine levels was to see whether recipients were complying with the 
recommended dosage of immunosuppressant medication and to analyze its effects on their health 
status as well as QoL satisfaction.
Cyclosporine levels (P = .123, p = .141) did not predict QoL satisfaction (F (1, 142) = 
2.191, AdjR^ = .008, p = .141), reflecting that compliance with immunosuppressant medication 
does not influence recipients perceptions of QoL. Since, most participants had their cyclosporine 
levels in the required normal range without any irregularities therefore no significant difference 
could be observed in QoL among those with normal and below/ high level of cyclosporine.
In order to explore the causal priority among clinical variables and QoL, a cross lagged 
correlation analysis was carried out.
Conclusion
The findings of the present study are not consistent with the Wilson and Cleary model, as 
most of the clinical variables were not found to predict overall QoL. The analysis of clinical 
variables can be concluded by the findings that although some demographic factors, grouped as 
transplant-related recipients’ characteristics such as, age and gender, do influence subjective 
QoL, not all medical factors predict recipients’ satisfaction with overall QoL.
7.3 Psychosocial Issues and QoL
The psychosocial aspects of the recipients included their PHS (Perceived Health Status), Life 
Orientation (Optimism), Depression, and Conscientiousness. The aim was to analyze differences 
in psychological orientation and well-being of the RTRs resulting in varied QoL.
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It was found that some psychosocial factors predicted QoL at one point but not 
consistently, questioning the reliability of the measure or other confounds, e.g. respondents test 
taking attitude. Depression levels were the only consistent predictor of QoL over wave. PHS and 
life orientation (optimism) predicted QoL at wave 2 only; conscientiousness did not predict QoL 
at any wave. (See table 7.5)
Table 7.5
Psychosocial Predictors o f QoL
Psychosocial Wave 1 Wave 2 Wave 3
Factors P t Sig. P t Sig. P t Sig.
Depression -.488 -5.975 .000 -.176 -2.330 .021 -.446 -5.512 .000
PHS .071 1.034 .303 .256 3.384 .001 .093 1.151 .252
Life Orientation .272 3.599 .000 .280 3.312 .001 .133 1.734 .085
Conseientiousness -.026 -.433 .665 .089 1.165 .246 .058 .789 .432
Dependent variable: QoL
W-1 AdjR  ^= .509, F (4,137) = 37.479, p =.00, W-2 AdjR  ^= .308, F (4,135) = 18.307, p=.00 
W-3 AdjR  ^= .297, F (4,139) = 16.079, p = 00
To assess the strength and causal priority of the above variables in affecting QoL or vice 
versa, a cross lagged panel correlation design was used. In the previous chapter, it was seen 
whether straightforward relationships exist between clinical markers of health and QoL. That 
implicitly made the assumption that physical well-being will influence satisfaction with QoL. 
With the psychosocial predictors, the Wilson and Cleary model assumes that there may be bi­
directional relationships and for example, things like depression might be the cause of low QoL 
but low QoL might also lead to depression. Given this and the focus on QoL in the thesis it is 
important to try and tease out the causal priority or the relationships. So that it could be known 
whether QoL was the right construct to focus on.
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7.4 Statistical Analysis
Path analysis was used to investigate causal relationships between psychosocial factors 
influencing recipients’ overall satisfaction with their QoL after a renal transplant. Longitudinal 
data from participants over a period of 15 months used to model lagged and cross-lagged paths 
over three wave points of assessment after transplant, with a baseline, followed by an interval of 
six months (wave 1) and one year (wave 2).Causal relationships might be inferred using cross 
lagged designs in which variables are measured at least twice over time (Kenny, 1975; Marmor 
and Montemayor, 1977; Rogosa, 1980).
Raghunathan, Rosenthal and Rubin (1996) proposed techniques for comparing correlations. 
When we need to compare the correlations between one set of variables with that between a 
second overlapping set of variables in a longitudinal data comprising the same set of participants, 
a cross lagged panel correlation analysis is used. This design involves analysis of reciprocal 
relationships between two or more variables that are measured at each of the points in time. 
Applying it to the present study, the comparison is made by analyzing the correlation between, 
QoL at wave 1 and, say, depression measured at wave 2, verses depression measured at wave 1 
and QoL at wave 2 controlling for the autocorrelations between variables and the correlations 
between QoL and depression at each wave point. There are three points of assessment, so it will 
also involve correlations between QoL wave 2 and depression wave 3 and vice versa as well.
The aim is to estimate and test the strength of the relationship between the two sets of variables 
and determine causal priority using Steiger’s (1980) formula, to compare non overlapping 
variables.
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1. Depression and QoL satisfaction
The Wilson & Cleary (1995) model suggests that depression and QoL are reciprocally 
related and here it is seen whether depression is more strongly implicated in causing QoL 
than QoL is in causing depression. The purpose to carry out cross lagged analysis is to clarify 
whether being depressed makes the recipients to become dissatisfied with their QoL or is it 
that being dissatisfied with their life tends to make them depressed in the period after a 
transplant.
It is not a surprise that the results showed that there are significant associations found 
between recipients’ depression levels and their subjective QoL. Significant negative 
correlations were found between depression and QoL, suggesting that the lower the level of 
depression, the higher satisfaction with QoL. There were significant positive correlations 
among depression levels across 3 waves. Depression levels are positively correlated at wave 
1 and 2 (r = .529, p< .001) and also at wave 2 and 3 (r = .435, p < .001).
Figure 7B Cross Lagged Correlations Analysis of Depression & QoL
Depression 1 .529 Depression 2 .445 Depression 3
-.372C.372
-.53 -.538
-.242 -.291
QoL 1 QoL 2 .502.277
** p< .001 List wise N = 144
The CLCs among QoL and depression at wave 1 and 2 indicate that the two sets of 
correlations did not differ (z = -0.20, p = 0.83) Similarly a non-significant difference was
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found between these dependent correlations among QoL and depression at wave 2 and 3, (z = 
1.91, p = 0.05), suggesting that no causal priority can be determined between depression or 
QoL over wave. It cannot be established whether being depressed makes people less satisfied 
with their QoL or vice versa. It is clear however that QoL and depression are quite strongly 
related to one another even if it is not possible to say that one is unambiguously caused by 
the other.
2. Perceived Health Status & QoL
A cross lagged correlation was carried out among PHS and QoL to find out whether 
recipients’ perceptions of health status makes them less satisfied with their QoL or its their 
QoL that influences their health perceptions.
Figure 7C Cross Lagged Correlations among PHS & QoL
PHS 1___ PHS 2.380 .392 PHS 3
.108
.347
.186*313
QoLl .277 QoL 2 .502 QoL 3
p< .001, *p< .005 List wise N = 144
The CLCs showed no significant difference among QoL and PHS correlations at wave 1 and 2 (z 
= -1.73, p = 0.08) however, when QoL and PHS at wave 2 and 3 were analyzed, the results 
showed a significant difference in the opposite direction (z = 2.33, p = 0.01) indicating that the 
correlation between QoL-2 and PHS-3 is stronger than the relationship between PHS-2 and QoL- 
3. This indicates that RTRs more satisfied with their QoL tend to have a better perception of their
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health. However, we cannot claim whether, QoL always influences how recipients perceive their 
health status due to an inconsistent pattern at wave 1 and 2 where the data suggest the 
relationship is working in the opposite direction.
3. Life Orientation (Optimism) & QoL
The third psychosocial variable tested for causal priority was life orientation indicative of 
their optimism. The associations among QoL and optimism were explored. (See fig. 7D)
Figure 7D Cross Lagged Correlations among Life Orientation & QoL
p< .001, *p< .005 List wise N = 144
7213
LG 1
QoL 1
.255
.270
111
.411
QoL 2
LG 2
.248
.423
.853
.502
LG 3
QoL 3
.219
The above CLCs do not show any significant difference in correlations among QoL and life 
orientation at wave 1 and 2 (z = 0.65, p = 0.51) making it unclear whether it’s the attitude 
towards life and level of optimism that makes them less or more satisfied with their overall 
life or those who are currently more satisfied with their QoL tend to be more optimistic about 
their future too. However at wave 2 and 3, the causal flow is from QoL to optimism, (z = 
2.12, p= 0.03), indicating that a more satisfied QoL makes them more optimistic.
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4. Conscientiousness and QoL
The present study included conscientiousness as a personality trait to find if recipient’s 
conscientiousness influences their QoL. The purpose was to find if more conscientious recipients 
tend to report a more satisfied QoL or vice versa though, given that conscientiousness is 
conceptualized as a stable trait there is an expectation that the direction is from conscientiousness 
to QoL. A cross lagged correlation analysis was carried out to find if more conscientious 
recipients report a better QoL or vice versa.
Figure 7.E Cross Lagged Correlations among Life Orientation & QoL
p< .001, *p< .005 List wise N = 144
CS 1
QoL 1
.127
.046
.379
111
21 ?>
QoL 2
CS2
.279
.244
.298
.502 QoL 3
CS3
.194*
QoL satisfaction and conscientiousness did not correlate at wave 1 and 2 and therefore it 
doesn’t make sense to find any causal relationships among these. Even though, some significant 
positive correlations are found at wave 2 and 3, which comes as a surprise, but no causal priority 
could be determined (z = 0.33, p = 0.26), suggesting that this specific personality trait does not 
influence or modify recipients’ level of QoL satisfaction.
Summary
The cross lagged correlations did not find any causal relationship between depression and
QoL, so it cannot be determined whether depressed recipients become less satisfied QoL or those
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less satisfied with their QoL tend to become depressed. The concepts of depression and 
subjective QoL seem to be overlapping in their contents. Depression is an affective state with 
potential environmental, biological and psychological causes. Similarly, subjective QoL is an 
individual’s perception of overall life, physical and mental well-being. Satisfaction and 
depression both have the emotive component in common and can be a cause or outcome of 
individual experiences and perceptions of life and due this similar nature of both concepts, a 
distinct causal priority couldn’t be found.
The qualitative interviews can be taken into account to know what made recipients 
depressed or less satisfied with QoL. It seemed that satisfaction with QoL varied due to 
differences in personality type, life orientation, perceptions and experiences during the phases of 
loss of native kidney and transplantation. The differences in experiences with health care, family, 
social and occupational relationships, and expectations of transplant outcomes, determined their 
depression and perceived QoL. It can be said that being depressed or less satisfied with QoL both 
are determined by individual personality types, belief systems and life experiences. Both 
depression and QoL satisfaction can be a consequence of these factors.
The study determined a causal priority among QoL and optimism at some point, though 
not for most variables. QoL satisfaction influenced recipients’ life orientation, reflecting that 
those who are more satisfied with their present QoL tend to be more optimistic about their fiiture 
as well. There were no clear patterns of causal direction for other variables, such as PHS, despite 
there being, in the case of Conscientiousness, an expectation that this would be causally prior to 
QoL being conceived of as a relatively stable trait.
Subjective QoL being a multidimensional construct includes both physical and 
psychosocial domains, such as health functioning psychological and spiritual well-being, family
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relationships and therefore, it is difficult to establish if linear causal relationships among PHS, 
life orientation, conscientiousness and QoL exist. QoL may be an influence or be influenced by 
environmental and psychosocial factors but the sequence of this process is not straight forward to 
model. QoL as measured here refers to ‘the level of satisfaction of transplant recipients, with 
their health, family and social life, social and economic condition and psychological/ spiritual 
well-being’. It can be said that recipients’ satisfaction can be influenced by how frequent and 
severe side effects they experience (PHS), their attitude towards life in general and their affective 
condition that can both be a consequence or cause of difference in QoL satisfaction. QoL 
satisfaction is in particular ‘a perception making them feel less or more satisfied’ so it can be 
both an outcome and causal factor for influencing the psychological well-being of individuals 
and the issues of precedence can be clarified only by analyzing individual explanations, 
descriptions and attributions relating to these overlapping constructs.
Keeping in view the findings of our study and considering the conceptual model of 
Wilson & Cleary (1995), it seems that QoL is not a particularly distinct construct. It seems that 
the psychological aspects cannot be considered as distinct causal factors because these also 
involve perceptions of four major domains of life measured as ‘overall QoL’. Thus QoL 
satisfaction seems to be determined by how they perceive and feel about their health functioning, 
family and social relationships, financial and economic condition (amenities of life), and 
psychological well-being (mood/ affective condition, self esteem, self fulfillment, etc). It does 
raise a question as to why; these constructs were measured separately as psychosocial factors 
besides overall QoL.
The analysis of relationships and causal priorities clarified the subjective nature of QoL 
and showed an overlap with psychological constructs and terms used interchangeably in
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research, such as ‘Health-related QoL’, ‘Health Status’ ‘Health Perceptions’ etc. This study has 
provided an understanding about the complex and confusing nature of the QoL concept and 
shown that most psychosocial aspects are already encompassed in this broad and 
multidimensional concept. Different versions and concepts of QoL emerge mainly because of the 
differences in the population being studied. It depends on ‘who is being asked and when’ as most 
people do not evaluate their lives unless they are asked to do it.
In chapter 5, significant associations were found among overall QoL and all psychosocial 
measures, further relationships were explored among each of the QoL subscales and 
psychological measures, to find how satisfaction with each domain of QoL is related to 
psychological aspects such as depression, PHS, optimism etc. In this way, associations among 
QoL domains and similar psychosocial constructs could be seen. The four subscales of QoL 
index, were looked for associations with psychosocial measures to find if both end up measuring 
the same construct referred to as ‘subjective QoL’.
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There were significant correlations among the four QoL subscales and psychological measures 
including depression, life orientation (optimism), perceived health status (PHS), and 
conscientiousness. These associations provide an understanding about the relationships among 
QoL domains and psychological aspects associated with satisfaction with overall QoL.
Health functioning is negatively correlated with depression levels at all three waves, 
reflecting that recipients who were less satisfied with their health functioning reported increased 
depression levels. Similarly, a consistent pattern of significant positive correlations was observed 
among health fiinctioning and life orientation (optimism), indicating that higher satisfaction with 
physical fimctioning increases optimism towards life in general. An interesting association was 
found among perceived health status (PHS) and satisfaction with health functioning across three 
waves, confirming that a better perception of symptom occurrence and severity increases their 
satisfaction with routine health functioning. No significant association was found between health 
functioning and conscientiousness.
Satisfaction with family life was negatively correlated with depression at all three waves, 
reflecting the association of family life and being depressed. Significant positive correlations 
among life orientation, perceived health status and satisfaction with family life at all three waves 
showed that recipients who were more satisfied and happy in their family life, tend to be more 
optimistic and head better health perceptions.
Satisfaction with financial conditions and social life was found to be negatively 
correlated with depression levels across three waves. Recipients who were less satisfied with 
their financial conditions and social relationships reported increase levels of depression. 
However, significant positive correlations were observed among other psychological aspects and 
social and economic conditions. Those who were more satisfied with their social and economic
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conditions, tend to be more optimistic with a better PHS at all three assessments. 
Conscientiousness and satisfaction with social/economic life were correlated at wave 2 and 3, 
showing some role of this personality trait in increasing satisfaction.
The psychological and spiritual well-being appeared to be negatively correlated with 
depression levels at all three waves, suggesting that recipients’, who were less satisfied with their 
psychological well-being, tend to report increased depression levels. Moreover, the significant 
positive correlations among life orientation, PHS, and psychological well being reflected that 
those who were more satisfied with themselves psychologically, tend to be have a positive 
attitude towards life and a better perception of their health status, suggesting a link between these 
psychological constructs. Conscientiousness was associated with increased psychological well­
being at wave 2 and 3.
The above analysis reveals, that there are close associations among the domains of QoL 
as measured by QoL index and other psychological measures used in this study. This shows a 
similarity and an overlapping relationship among these domains and psychological constructs 
such as depression, optimism, and perceived health status. Correlations do not show any 
causation, so, what causes what is not known yet. These close associations need clarification 
whether, these are distinct constructs to be measured separately or we have ended up measuring 
the same concept of subjective QoL which is satisfaction with physical, psychological well-being 
and environmental conditions. The next section examining causal relationships will deal with 
these issues.
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7.5 Limitations of Cross Lagged Correlation Design
The cross-lagged correlation technique (CLC) for assessing causality from passive 
observational data has been criticized for being used to infer causation. The limitations of CLC 
by Locascio (1982) describe that “ CLC compares cross correlations between variables across 
time points of measurement and attributes differences in correlations to causal effects. Some of 
the major areas of criticism include; “ (a) lack of a no-cause baseline, (b) spurious effects of 
mediating variables, and (c) obscuring effects of heterogeneous stabilities .However, it has been 
argued that CLC has some utility as an exploratory technique and can be considered for 
longitudinal data. Furthermore, if certain assumptions are specified and these assumptions are 
correct, valid inferences can be made from CLC. Lastly, some assumptions for CLC are not as 
stringent as implied by critics and CLC is robust to minor violations of assumptions” (Locascio, 
1982 The Cross-Lagged Correlation Technique p.l).
A hierarchical regression was carried out to see how much of the variance of QoL at wave 3 
can be predicted by all wave 1 variables that are correlated with wave 3 QoL. It looks like the 
demographics picked up in the order of 24.2% of the variance whereas addition of clinical 
variables as predictors in second model did not add to the explained variance of the model, rather 
it decreased it to 24.0, though insignificant. Further addition of psychosocial variables added 
only .04 % in the explained variance, again indicating a non-significant effect. This suggests that 
the quality of life at wave three is mainly predicted by the demographic factors. (See table 7.7)
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Table 7.7
Contributions o f Demographic, Clinical & Psychosocial Factors wave 1 as predictors o f QoL 
wave 3
Model 1 P t Sig.
Age -.535 -5.522 .000
Gender -.232 -2.792 .006
Marital Status -.430 -4.492 .000
Education .072 .897 .371
Work Status -.134 -1.476 .142
Monthly family income .040 .516 .607
Adj R' = .242
F (6,129) = 8.188
P = .000
Model 2 P t Sig.
Age -.500 -4.867 .000
Gender -.260 -2.889 .005
Marital Status -.431 -4.427 .000
Education .071 .837 .404
Work Status -.137 -1.461 .146
Monthly family income .029 .367 .714
Creatinine -.036 -.292 .771
Blood urea .024 .216 .829
Hemoglobin -.153 -1.870 .064
Blood Sugar .042 .471 .639
Cholesterol -.034 -.331 .741
Uric acid .001 .010 .992
Medication group .043 .459 .647
Time Since Transplant -.122 -1.277 .204
AdjR: = .240
F (14,121) = 4.044
P = .000
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Model 3 P t Sig.
Age -.523 -4.222 .000
Gender -.244 -2.620 .010
Marital Status -.410 -3.958 .000
Education .055 .633 .528
Work Status -.112 -1.126 ^63
Monthly family income .002 .022 ^83
Creatinine levels -.022 -.179 ^58
Blood urea .005 .041 .968
Hemoglobin -.161 -1.941 .055
Blood Sugar .045 .500 .618
Cholesterol -.036 -.348 .729
Uric acid -.021 -.203 ^39
Medication group .067 .707 .481
Time Since Transplant -.090 -.926 .356
B.D.IH -.192 -1.621 .108
PHS -.176 -1.687 .094
LOT -.018 -.180 .857
Conscientiousness -.027 -.335 .738
Adj R2 = .244
F (18,117) = 3.418
P = .000
*PHS (Perceived Health Status), L.O (Life orientation).
CS (Conscientiousness).
The important finding is a marginally significant effect for wave 1 depression since it is only 
this psychological variable that seems to have a long term influence on QoL. Although the effect 
is marginal the beta weight of -.192 seems to suggest that depression is responsible for nearly all 
the improvement in Adj R-squared. It also works independently of age, marital status and 
gender. The longitudinal aspect of the study shows that demographics and depression levels are 
a ‘risk’ of long term poor QoL
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Discussion
Research on demographic predictors of QoL found that subjective QoL varies among groups 
with diverse demographics as also shown in the present study. Chisholm et al. (2007) reported 
that differences in QoL post-transplantation found across demographic variables have generally 
proven more consistent. The findings are in line with previous research that some demographics 
predict QoL. It can be said that demographic factors do contribute in influencing QoL 
satisfaction post transplantation. The findings about age and gender as predictors of QoL are in 
line with previous research. Several studies have associated increased age with decreased QoL 
and general health (Fujisawa, Ichikawa, & Yoshiya et al.2000; Littlefield, Abbey, & Fiducia 
1996; Rebollo, Ortega, & Baltar, 2000; Aasebo, Midtvedt, Hartmann, & Stavem 2005).It is also 
reported that male recipients tend to report a better QoL as compared to female recipients. 
Gender appeared to be a significant predictor of QoL satisfaction at two waves, reflecting that 
male RTRs tend to be more satisfied their QoL. This finding is consistent with previous research 
that found male gender to be associated with better QoL outcomes post-transplantation 
(Ogutmen, Yildirim & Sever, 2006, Rosenberger, et al., 2005; Johnson, Wicks, Milstead, 
Hartwig, & Hathaway, 1998; Matas, Halbert, & Barr et al., 2002). Johnson et al (1998) found 
that women scored consistently lower than men on most QoL measures at baseline with greater 
improvement in functional ability while perceptions of self-image remained low. There is 
ongoing debate to explain the reasons for women scoring low on QoL measures. Mostly 
attribute it to cultural issues where females find it acceptable and easy to report a poor QoL but 
this claim is not supported by some studies (Schmitt, Voracek, Realo & Allik 2008). 
Investigation of gender differences in perceived QoL and functional abilities following total 
laryngectomy found females to be more affected in aspects of QoL than males. The emotional
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and social functioning seemed particularly vulnerable (Lee, Gibson, & Hilari 2010). Several 
studies have associated increased age with poorer physical dimension QoL and general health 
(Fujisawa, Ichikawa, & Yoshiya 2000; Littlefield, Abbey, & Fiducia, 1996; Rosenberger et al., 
2005; Rebollo, Ortega, & Baltar et al., 2000). The findings are consistent with previous research 
that young recipients tend to be more satisfied with their QoL as compared to older age groups.
Marital status is also associated with QoL in our study. Consistent with our findings, past 
studies also found that married RTRs have been found to experience better QoL compared with 
single RTRs (Ogutmen, Yildirim,& Sever M et al.2006; Rosenberger, van Dijk, & Nagyova 
2005). Socioeconomic factors, such as income and financial conditions are important in 
determining QoL. Higher income is also associated with decreased risk for mortality and 
increased life span (Chisholm et al.2007).The findings are in confirmation with existing literature 
that financial conditions significantly influence QoL among RTRs (Goldfarb-Rumyantzev, 
Koford, Baird, Chelamcharla, and Habib, et al 2006).
Recipients with similar health status as indicated by their physical health and renal functions 
but different demographic backgrounds differed in satisfaction with overall QoL. These factors 
need to be considered when designing treatment and management plans to address concerns and 
issues related to demographic background of the recipients. Individual differences in subjective 
evaluations of QoL can be attributed to some extent to demographic factors.
Concluding Remarks
QoL satisfaction differs among RTRs belonging to diverse demographic backgrounds. 
The study did not reveal any significant influence of clinical factors on QoL, although the 
psychological variables were found to be correlated with QoL. It seems that QoL is a complex 
concept to be analysed as distinct and separate construct when considering a causal
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predominance particularly with psychosocial factors. It is difficult to distinguish between the 
overlapping influences of these constructs on each other and clarify what causes what. 
Measuring these constructs using different measurement tools may present different findings.
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CH: 8
Discussion
Renal transplantation is one of the most commonly performed solid organ transplants with a 
high success and survival rate for people with end stage renal failure (E.S.R.D). Being a major 
surgical procedure it is life threatening and has medical and psychological consequences which 
have a lifelong impact on the recipients. Research studies show a consensus on the efficacy of 
transplantation as the best possible intervention available for kidney failure patients but, with 
restoration of health and improved physical functioning, there are many changes in life style that 
affect their perceptions, emotions, attitude, thinking and behavior after the transplant. The health 
outcomes of renal transplant vary largely and not all recipients have a positive experience 
reporting a poor quality of life (QoL).
This three wave longitudinal study was carried out to assess how renal transplant 
recipients (RTRs) in Pakistan, perceive their QoL and to understand the differences in QoL 
among groups of RTRs, to understand why some people are more satisfied with their QoL and 
some less so. The purpose was to understand who does better than whom by comparing the 
more and less satisfied recipients. The identification and analysis of predictors of a better QoL 
should allow us to tailor interventions for preventing negative outcomes. Besides, identifying the 
predictors of QoL, the causal priority of relationships was examined across three times, using a 
cross lagged panel correlation design. The lack of correlation between the clinical variables and 
QoL means that QoL is not primarily determined by clinical and health factors despite what the
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Wilson and Cleary model suggests. So, the CLC among clinical factors and QoL did not add to 
the findings.
The purpose was to find the relative contributions of individual, environmental, medical and 
psychological factors influencing satisfaction with QoL after the transplant. Theoretical models 
explaining QoL among people with chronic health conditions include the quality of the clinical 
outcomes and other medical factors, adherence to treatment regimes, social support, social 
factors (e.g. poverty, employment status, living alone etc.) and other psycho-social factors such 
as personality traits, perceptions of health status, depression etc.
The conceptual status of all the variables we study is uncertain to some degree but we are 
guided by the Wilson & Cleary model (1995) that focuses on relationships among aspects of 
health. The present study assumed that biological fimction (BF) now is what it is and effectively 
treat it as a ‘pure’ independent variable. It was not questioned what influences it at least in part 
because the major negative influences on BF will have had their effect already -  those whose 
environments and characteristics negatively influenced their BF are largely not in the sample as 
they would have died or at least been so ill as to not have taken part.
The CLCs were done because there was a possibility that psychological states cause the 
biological ones. Near zero correlations were found between biological factors and QoL etc 
suggesting that these are not even independent variables. This may be because the study sample 
is one with relatively successful grafts. This is contradictory to the Wilson and Cleary model 
where BF is used as a potential source of (expected, minor) variability in QoL. It sees BF as 
causing QoL indirectly and QoL does not cause BF (as in the diagram) the various regressions 
are carried out to predict QoL from BFs first to make sure that later effects are not confused with 
BF. The present study studies clinical factors (renal functions and health indicators after
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transplant), psychosocial variables (depression, optimism, PHS and conscientiousness) and 
demographics as ‘predictors’ and QoL after transplant as an outcome. This study explored; 1) 
whether recipients differ in their self reports of QoL based on their demographics, medical 
condition/ physical health and psychosocial orientation and 2) if any causal relationships exist 
among QoL and these three categories of variables, namely, demographics, clinical and 
psychosocial.
To analyze the impact of clinical factors on QoL satisfaction, the clinical variables were 
grouped into; 1) transplant-related characteristics, 2) renal functions and, 3) general health 
indicators as predictors of QoL, but we did not find any significant contribution of these medical 
factors in influencing QoL.
The cross lagged correlations among clinical variables and QoL indicate that no significant 
relationship exists between QoL satisfaction and renal functioning and other general health 
indicators. The reasons can probably be attributed to inclusion criteria being restrictive and some 
of the non-significant analyses may have revealed important effects had the sample been more 
heterogeneous with respect to transplant success. It was done so because the inclusion of RTRs 
with co-morbid conditions and poor graft functioning could have been a confounding variable 
for assessing QoL perceptions among recipients with similar physical/ clinical condition, thus, 
the sample was kept homogenous.
The study found that most RTRs reported a reasonable level of satisfaction with their 
QoL, indicating the efficacy of transplantation in a developing country like Pakistan. However, 
demographic differences were also found and a lower QoL was associated with being older, 
female, being single, being unemployed and having a low monthly income. The differences in 
QoL among demographic groups of RTRs, despite similar objective health status and graft
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functioning reflects that it is not the transplanted kidney functioning that makes them less or 
more satisfied but the environmental, individual and social factors, such as living conditions, 
relationships and their roles as a part of a society that determines their satisfaction level.
The findings reveal that individual characteristics such as demographics, do affect overall 
QoL as suggested in the Wilson & Cleary model acknowledging the role of individual and 
environmental influences on QoL. The sociodemographic differences in QoL satisfaction in the 
present study correspond with the role of individual and environmental characteristics in 
influencing overall QoL as described in the Wilson & Cleary model.
It is found that background demographic factors measured in this study pick up the influence 
of these things on QoL. Then, controlling for the background and BF factors, the study assessed 
what psycho-social variables also predict QoL over and above these factors.
QoL evaluation assesses the impact of disease and interventions. However, research on how 
QoL relates to other psychological constructs such as depression and anxiety is still unclear. 
Investigations have focused on a number of related psychosocial dimensions but without a 
theoretical basis for the unique contribution of each (Beck, Steer, & Brown, 1996; de Levai, 
1995; 1999).
In order to clarify the role of these psychological aspects of life after kidney transplant, 
such as; depression, optimism, conscientiousness and perceived health status (PHS) their impact 
on satisfaction with overall life post transplant was analyzed. When all the measured 
psychosocial variables in this study were analysed as predictors of QoL, only depression levels 
significantly predicted QoL at all three waves with a consistent pattern over time. Perceived 
health status predicted QoL only at wave 2; however, life orientation predicted QoL at two 
waves, 1 & 2, showing some impact of optimism on QoL satisfaction.
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The reason for assessing the role of conscientiousness in post transplant life was to clarify 
the links between personality characteristics and health that are becoming more evident. Studies 
are increasingly focusing on ways in which personality plays a role in the predisposition for, and 
outcome of, physical illness (Erlen, Stilley, Bender, Lewis, and Garand et al., 2011). Personality 
traits underlie stable patterns of emotional and behavioural function that affect the risk of 
developing chronic illnesses and the ways in which individuals perceive health and manage 
symptoms and treatment regimens, thereby affecting outcomes (Aldwin, Spiro, Levenson, & 
Cupertino, 2001).
Conscientiousness was found to be positively associated with QoL at two waves, 
reflecting that the more conscientious recipients had higher QoL satisfaction. It was 
hypothesized that more conscientious recipients would have a higher QoL, assuming that 
conscientiousness may lead to greater attention to self care and health promoting behaviors but 
the findings showed some support for this claim as it did not appear to predict QoL at any time 
of assessment as it should have done if conscientiousness is a stable personality trait that acted 
consistently on QoL.
Initially, conscientiousness and life orientation were regarded as psychological variables 
that predict QoL but the study also checked to see whether conscientiousness predicts medication 
compliance as it is a trait. The findings did not support this assumption and no consistent causal 
association was found between these variables.
Having established that some factors predict QoL, the study addressed the issue of the 
causal order of the effects using cross lagged correlations (CLC), as there is some uncertainty 
about the potential direction of the effects. For e.g. the depressed may be depressed because
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their QoL is unsatisfactory or it could be that being depressed causes one to think that life is less 
good. Same applies to PHS and life orientation.
The CLC analyses suggest that except for QoL and life orientation (optimism) there is no 
clear causal priority among most of these psychological variables raising the question about the 
degree to which they are manifestations of the same thing or at least part of a mutually 
reinforcing causal nexus.
Life orientation (optimism) was measured as a trait-like predisposition, but the findings 
showed that rather than being a consistent personality trait, it appeared to be more as an outcome 
of recipients’ life experiences that determined their attitude towards self, others and life in 
general instead of being a personality trait. The past experiences tend to affect their present 
evaluations and future aspirations.
A transplant represents a decisive event for patients and their caregivers. The attitudes of 
recipients towards transplantation and life after transplantation may influence their life 
satisfaction. Analysis of optimism provides insights as to how individuals perceive and attend to 
obstacles within the context of their lives (Seligman, 1990), especially in case of transplantation 
that involves, accepting, adapting and coping with a transplanted kidney and its consequences.
Previous research examining the relationship between optimism and life satisfaction 
among patients with end-stage renal disease who decide to wait or not to wait for kidney 
transplantation, found that all participants had good optimism that was positively related to their 
life satisfaction (Lin, Chiang and Liu 2010), suggesting that having a positive life orientation can 
affect QoL satisfaction.
The present study explored whether a positive approach and optimistic attitude towards 
life makes the recipients more satisfied with their QoL or a satisfied QoL makes them more
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optimistic. The study found that life orientation and QoL were correlated and the predominant 
causal effect is from QoL to Life orientation, i.e. having a good QoL makes them more 
optimistic. Considering the findings, it can be suggested that a more satisfied QoL experience 
can lead to a positive attitude towards life in general. The qualitative narratives reflected that 
those with positive experiences of health care, and supportive family and social relationships 
perceived their life better as compared to those who were disappointed with the attitude of health 
professionals, and experienced rejections and negative life events. Their current perceptions of 
overall life seemed a consequence of how they experienced the loss of kidneys, being treated by 
health professional, and familial and social support in the process of recovery. These experiences 
determined the overall ‘impact’ of transplant on the post transplant adjustment and coping. Some 
had positive self identities and optimistic attitude in contrast to others with negative transplant- 
related experiences.
The findings of the CLC suggest that conscientiousness as a personality trait and QoL do not 
seem to share a simple linear causal relationship. Moreover, conscientiousness may affect 
recipients’ medication compliance and health promoting behaviors that we did not measure in 
this study. Although conscientiousness did have some significant correlations with QoL but 
feeling satisfied with QoL is not predicted by conscientiousness.
Although psychosocial variables shared significant positive and negative correlations 
with QoL a causal priority could be determined only for QoL and life orientation suggesting that 
other factors are correlated with QoL but the CLCs do not suggest a simple set of causal 
relationships between these. This could be because they are part of the construct of QoL itself or 
because they are both caused by an unmeasured third variable or that there is reciprocal 
causation going on that has not been picked up by this design and analytic approach.
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This uncertainty of causal direction questions whether the focus on QoL is justified or not. 
The strong correlations with depression suggest that it would have been equally valid to have 
focused on depression. It points to the issue that satisfaction with QoL might be simply another 
aspect of depression rather than a distinct construct in its own. Although, there is some literature 
that describes depression and QoL as distinct constructs, the conceptual status and causal 
relationships among these two concepts remain unclear. The findings of the present study reveal 
an overlapping relationship among these constructs raising a few questions; firstly, ‘Is QoL 
worth retaining in addition to depression (which is relatively better understood both medically 
and socially)? Secondly, does QoL evaluation to the study give us something in addition to 
depression?
The overlapping relationship of QoL and depression has been a focus of many studies 
attempting to explain which the precursor is. Contradictory perspectives have been reported by 
literature discussing the predictor-outcome debate among depression and QoL. Moore et al. 
(2005) reported that people use their current affective state as a basis for making judgments of 
how happy and satisfied they are with their lives, and that depression influenced individual QoL 
by lowering the person's objective QoL. Another study found that depressed RTRs tend to be 
less satisfied with their QoL (Szeifert, et al 2010). On the other hand, poor QoL can make people 
depressed (Moore, Hofer, Mcgee and Ring, 2005). However, de LevaTs theoretical model 
explains this relationship using a timeline perspective which seems to clarify the some of the 
ambiguity.
This model describes the possible relationships between depression and QoL in a "three- 
time-dimension" theory. Depression and QoL are linked on a timeline of the past-present-future. 
Time perceptions of the past, present and future can be both subjective and objective. According
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to this model, depression influences time perception, depressed people perceive ‘time to pass 
slowly’ as compared to those who are not depressed. They suggest that depressed individuals’ 
temporal focus is more focused on the past than future as compared to others (Mundt, Richter, 
van Hees and Stumpf, 1998).
In de Leval's theory (1995, 1999), the focus of these two concepts is described in terms of 
timeline, since depression is placed on the ‘past-present timeline’ and QoL is placed on the 
‘present and future timeline’. The larger the gap in these time dimensions, the lower the QoL. 
Since the present longitudinal study did not measure ‘aspired/ future QoL’ it can be suggested 
that ‘satisfaction with QoL’ and ‘being depressed’ both are ‘consequent feeling’ as a result of 
individual life orientations and perceptions. These may vary depending on the way they perceive 
their life and makes them satisfied or depressed.
It is worth mentioning that the individual attributions among transplant recipients may 
differ from other populations. Another key issue is the identification of etiological factors for 
depression among RTRs. It is important to understand why recipients feel depressed. The 
qualitative analysis explains the reasons and factors attributed to feeling depressed.
A lack of causal priority, suggests that depression and QoL satisfaction, are two aspects 
of the same concept. Marked differences in these variables could not be observed since most 
RTRs in the present study were not ‘clinically depressed’ and had only minimum or mild level of 
depression so a relationship between those ‘clinically depressed’ and their respective level of 
QoL couldn’t be explored. Minimum and Mild level of depression is not considered significant 
enough to have an impact on one’s life. The relatively restricted range of variables can be an 
explanation for failing to find a causal order. Thus, it is really not possible to find and 
understand, if depression causes QoL but we do find one thing that since they were mostly
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satisfied with QoL so they had minimal level of depression. A possibility of RTRs being 
satisfied with their QoL but feeling depressed at the same time also exists since the correlation 
was not perfect indicating a variability in QoL and depression that is not shared
An important consideration is the way QoL is conceptualized, defined and measured in a 
study and the specific population in question that determines the context and attributions of 
participants for being depressed. In this longitudinal study, the RTRs responded to BDI items as 
a consequence of what they felt after the transplant. Their depression level indicated their 
affective condition being a transplant recipient. Since a number of factors can cause an 
individual to be depressed, e.g. financial difficulties, relationship problems, rejections and/ or 
physical illness, therefore, before making an assumption about what causes what, it is important 
to clarify the attributional styles and appraisals in a population. Pre-transplant information about 
being depressed and changes in some demographics can be explained by the findings of the 
qualitative study and changes in demographic information, e.g. recipients getting married, having 
a child or getting a job or negatively e.g. getting separated, divorced and losing a job that might 
have influenced their depression levels and QoL satisfaction
The findings of the present study suggest that the direction of causal relationships among 
QoL and depression cannot be determined if indeed there is a causal relationship involved. 
Although previous research suggests that sometimes QoL is influenced by depression, but the 
important question is ‘what makes these people depressed?’ The underlying reasons/ factors and 
precipitators of depression among recipients need to be known to clarify whether they were 
depressed even before transplant or depression followed as a consequence of renal transplant.
Despite these reservations about QoL, an attempt to clarify this distinction of QoL and 
psychological issues such as depression, PHS and life orientation, a qualitative study was carried
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out to provide additional information about individual descriptions and attributions as made by 
those who appear to have coped well with the transplant and some who have coped less well and 
have asked what they think might account for how they have fared. This is to identify other 
factors that are seen as important and could not be captured in the quantitative work. This will 
help inform future studies and potentially interventions.
The reasons for differences in QoL satisfaction involving personal factors, individual life 
circumstances and experiences were explained by the qualitative interviews in which the 
recipients described why some of them tend to be more satisfied than others despite similar 
physical health conditions. The qualitative analysis provided us with a comparison of pre-post 
transplant information regarding their life circumstances and experience of having a kidney 
failure, going through the phase of being diagnosed, waiting for transplant, impact on family and 
social relationships, transitions in their self identity. It gives us an insight into how the RTRs 
account for their QoL- it does not tell us what actually caused their QoL.
The themes emerging from the qualitative analysis reflected the differences in individual 
life circumstances, experiences, personality differences and attributions of RTRs for being more 
or less satisfied with their QoL, despite almost similar health status. The common themes 
involved individual experience and perception of ‘family and social relationships’, ‘self identity’, 
‘social comparisons’, ‘overall impact of transplant’ ‘medicalization, health care experience and 
doctor-patient relationship’ ‘life orientation’ and ‘coping after transplant’. Therefore, the key 
factors for differences in QoL appeared to be a result of how they perceived this experience of 
having a transplant, which they blamed for their kidney failure, how they compare themselves 
with those without a transplant, their perceptions of self identity, family / social interactions and 
future prospects being a transplant recipient.
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Conceptual issues in measuring QoL
The findings of the present study suggest that subjective QoL is a complex and difficult 
concept. There are a multitude of components with different labels/ terms used synonymously 
with almost similar concepts that often makes it difficult to separate QoL and related 
psychosocial factors. This longitudinal study assessed how RTRs perceived their QoL after 
transplant. The narratives of qualitative study suggest that QoL seems to be a subjective 
judgment of the extent to which an individual is living the desired life i.e. closer to the 
individuaTs expectations and aspirations. This perception of the good life may be based on 
positive life experiences, feelings of happiness & satisfaction, meaning in life, and physical well­
being.
The QoL index, evaluated how satisfied RTRs were with their current health functioning, 
family life and relationships, social life and financial conditions and psychological well-being. 
Besides, satisfaction, the relative importance they attached to each of these aspects of their life, 
indicating their priorities and orientations also added to this over all QoL score. This reflects the 
idea that physical health functioning, familial and social relationships and money issues are a 
part of one’s QoL, so if these are components of one broad construct of QoL, is it justifiable to 
assess its relationships with aspects such as PHS and optimism which are a part of this QoL 
already? . It needs clarification whether the recipients’ appraisals of health are a part of their 
overall perceptions of QoL or not. Since there are correlations between PHS and QoL and that 
the CLCs did not point to any obvious causal order it is worth pausing to think about whether 
they actually are that distinct.
In fact, PHS is reflected and measured at two levels in this study, firstly, in the ‘Health 
Functioning subscale’ of QoL index, that assesses satisfaction with their ‘physical functioning
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and ability to cope independently after transplant’, and secondly, by the PHS side effects 
questionnaire itself that provides information about reported ‘symptom status’ of the RTRs. This 
could clarify whether symptom severity and frequency affects their level of satisfaction with 
physical health frmctioning. It might have been possible that RTRs with more severe and 
frequent medication side effects report higher QoL satisfaction or those with minimal side effects 
might be least satisfied with overall QoL. The consistency or discrepancy in symptom report and 
physical functioning became clearer by comparing these two aspects of perceived health status.
The significant positive correlations found among PHS and the health functioning 
subscale support the claim that recipients with less side effects tend to be more satisfied with 
their health functioning.
Interestingly, the PHS questionnaire also brought up another issue when administered 
that was not anticipated. It was found that most RTRs in Pakistan, did not know that the physical 
symptoms are experienced as a result of their medication. When they were asked to rate the 
severity and frequency of symptom occurrence, they reported their lack of insight and awareness 
about many of these common side effects and attributed it to some unknown causes and 
transplant failure. Therefore, in a way, it developed recipients’ awareness about the occurrence, 
severity and frequency of the common immunosuppressant side effects and the extent of their 
influence on routine functioning as well as their attitude towards self-medication and compliance 
which is usually not a part of overall QoL. It also tells us about the occurrence of adverse side- 
effects among RTRs.
Wilson and Cleary have used the concepts health status and health-related QoL 
interchangeably in the description of their model. However, the overall QoL represents "a stable 
synthesis of a wide range of experiences and feelings that people have" (Wilson & Cleary 1995).
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Interaction effects of individual and environmental characteristics may influence QoL either way 
(Mathison, Andersen, & Veenstra et ah, 2007). Previous research using the Wilson and Cleary 
framework, modeled unidirectional causal effects from general health perceptions towards 
overall QoL under the assumption that this was the dominant path of causality (Janz, Janevic, 
Dodge, Fingerlin, & Schork et al., 2001; Hofer, Benzer, Alber, Ruttmann, & Kopp et al., 2005). 
However, interpretation of results depends on the absence of significant reciprocal effects. It is 
debatable whether QoL represents a summary outcome of different and situational life aspects, or 
an individual’s disposition towards the evaluation of life aspects (Dinners, 1984, Cummins, 
2003). Although, the present study has not revealed conclusive findings about causality, but, 
pointed out that subjective QoL and psychosocial factors may be aspects of the same construct. 
Future longitudinal studies, with larger time frame and gaps in measurements of health status and 
overall QoL, and a comparison of pre- post transplant data can attempt to challenge the 
conventional direction of causality and assess the strength of causal relationships over time 
It seems that QoL is an umbrella term for all these psychosocial constructs and the major 
domains comprising QoL assess each one of them. It can be said that in most cases, people do 
not indulge in any self assessment of their QoL until they are asked to do so and that QoL reports 
will vary depending on who asks, when they ask and what happened to the person very recently. 
If viewed from a transplant recipients’ perspective, QoL satisfaction depends and varies with 
what individuals aspire and expect from life with a transplant. The recipients’ psychological and 
spiritual well-being, health functioning, family and social life and relationships, and satisfaction 
with their economic conditions post transplant are all assessed in the four subscales of QoL index 
for kidney transplant recipients.
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The dimensions of QoL as described by Flanagan (1982) involved the concept of life areas' 
i.e. all aspects of life. A list of these areas can help the patient and health professionals to 
identify important issues as prioritized by the individual. For example, patient's own problems 
and priorities such as; home, family life, work, hobbies/ interests, financial problems and body 
image, physical independence, ambitions, and future prospects etc. The identification of these 
problems and priorities facilitates the development of realistic goals, assessment of individual 
progress and measure the reduction of the 'gap', ultimately reflecting the efficacy of a specific 
intervention.
The Implications of including participants with good renal functioning highlight some important 
methodological issues. The reason for having a homogenous sample (RTRs with good graft 
functioning) was to explore if and how RTRs differ/ vary in their perceptions of life satisfaction 
despite almost similar physical health status. Although the study could not find much variability 
in reported QoL due to the restricted nature of the sample it did contribute in understanding the 
role of demographic factors for influencing psychological well-being despite similar health 
status. For example, gender, age and financial conditions influenced RTR’s level of depression 
although they had good graft functioning and overall general health. However, a more diverse 
sample could have reflected the extent to which QoL satisfaction is influenced by renal 
functioning.
Methodological limitations
All studies have limitations but the ones we must acknowledge are the following:
Most RTRs were actually doing quite well in absolute terms so even when seeking out 
those doing less well for the interviews they were nonetheless not doing particularly badly. The 
sample is rather homogeneous with respect to some key variables since it comprised of RTRs
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who have already survived transplant for some time and so does not include those for whom the 
transplant was a failure. This means that the quantitative analyses were always working with 
variables restricted in range/variance so the analyses are potentially underpowered. Some of our 
non-significant predictors might well have predicted poor transplant outcome had those who 
fared badly been included.
The study comprised of renal transplant recipients on follow-ups at renal clinics. Ideally, 
we should have picked up candidates awaiting transplant and followed for some years afterwards 
but this was not practically possible due to non-availability of any data base and patient records 
of transplant awaiting patients in Pakistan. Since we did not have access to patients before 
transplantation the pre transplant data/ information was not available for comparisons of QoL 
before and after transplant. Availability of pre-transplant data could have reflected the level of 
improvement in health status and psychosocial aspects could be compared and related to changes 
(or not) in QoL.
The sample is biased towards the well-to-do and well-educated because recipients on 
regular follow-ups are only found at private renal clinics which are quite costly for general 
public to afford. Those with financial limitations either do not seek regular medical help/ follow- 
ups or occasionally visit the renal units at government hospitals. Unfortunately, accessing patient 
information in government hospitals is not easy in Pakistan due to lack of systems and standard 
procedures.
CLCs are not uncontroversial and this needs to be acknowledged. The CLC approach 
ignores measurement errors and it is unlikely that there were none as we know the measures are 
not perfectly reliable (Kenny 1975). Many of the problems relating to the role of measurement 
error and other assumptions underlying CLCs are essentially those that should lead researchers to
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be cautious when claiming that they have results that suggest a causal order between variables. 
Since CLCs in the present study do not support causal order interpretations it seems unlikely that 
these any violations of these assumptions will have led us to the wrong conclusions here.
Although, the study involves multiple tests for comparisons that increase the probability 
of type 1 error. However, the statistical analysis lacks Bonferroni Corrections which could have 
dealt with this issue. Although, Bonferroni corrections could have been done, but since so few 
large effects were detected this would not have changed the general conclusion that it is the 
demographic factors that seem to account for most of the variability in QoL.
Not all variables that are in the models discussed in the literature review have been 
included here e.g. anxiety, compliance, and stressors after transplant. There was no formal 
measure of compliance with medical regimens except indirectly via measures of 
immunosuppressant levels. It was mainly due to time constraints and burdening the participant 
with excessive questionnaires. Identification of frequent and common stressors among this group 
would have contributed information to design ‘stress management’ plans and psychological 
interventions in the follow-ups. Support groups could be designed for such recipients who feel 
‘suffering alone’ with physical and psychological issues post transplant.
Similarly, in order to maintain the assessment as a manageable task for recipients, only 
conscientiousness was assessed out of the big five personality traits, assuming it to be associated 
with health promoting behaviors in general and compliance in particular. Most RTRs 
irrespective of QoL satisfaction, reported constant ‘anxiety’ related to the fear and uncertainty 
about loss and survival of transplanted kidney. It would have been better to clarify whether 
anxiety is a consequence of what they have experienced or whether it is a more enduring
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condition of the participant. A more comprehensive personality assessment would have reflected 
the link between personality and consequent satisfaction with QoL.
Some clinical variables were only included at wave 3, such as body weight, blood 
pressure, and cyclosporine levels, and therefore, comparisons with wave 1 (baseline) and wave 2 
were not possible. The changes over time could not be measured to assess if prolonged use of 
cyclosporine resulted in excessive weight gain and high blood pressure among RTRs that might 
have influenced not only depression but also overall QoL satisfaction.
A bigger time frame for this longitudinal study could have provided us information about 
changes, and consistencies in perceptions and nature of QoL as a construct. Changes in physical 
functioning and health as a result of side effects usually take time, bone loss, skin problems and 
increased blood pressure. Moreover, changes in life circumstances, e.g. work place, housing, 
relationships over time could have some impact on perceived QoL.
Conclusion:
The present study contributed towards an understanding of how renal transplant 
recipients perceive their QoL in Pakistan, highlighting the significance of demographic and 
psychosocial factors and contribution of clinical factors in influencing their level of satisfaction 
with their QoL. Most RTRs with a good graft functioning and normal general health reported a 
satisfied QoL reflecting transplant efficacy in a developing country where people live with issues 
of affordability and availability of quality health care without any support by the government.
Future Implications & Recommendations
The findings of this longitudinal study provide the ground work for future research on 
psychosocial aspects of renal transplantation. Most research focuses on health outcomes of
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kidney transplantation without linking the role of environmental, demographic and 
psychological/ personality factors in modifying these outcomes.
The present study has identified the contribution of demographic factors and the need to 
clarify the conceptual status of some overlapping constructs such as depression and QoL. Future 
studies can investigate how and why RTRs experience ‘anxiety’ post transplant as reflected by 
the qualitative analysis in this study. RTRs reported fear, anxiety and uncertainty about their 
graft functioning and survival which is a predominant theme found among most RTRs 
irrespective of their perceived QoL.
Transplantation restores the kidney frmctioning and overall health, but it also implicated 
in new pathologies associated with the lifelong immunosuppressant medications which need to 
be encompassed in patient education programs by the transplant team. In particular, a majority of 
people in Pakistan lack awareness about the medical and psychological consequences of 
transplantation which needs to be incorporated as a part of ‘patient’s education program’ so that 
appropriate awareness can be developed among recipients to accept, adjust and cope better with 
a transplanted kidney.
This longitudinal study measured the frequency and severity of common 
immunosuppressant side effects and in the process of evaluation it was found that most recipients 
lacked information and awareness about potential adverse side effects and therefore, experienced 
less satisfaction and disappointment with the transplant outcomes.
The present study comprised of RTRs currently administered one immunosuppressant 
drug,( i.e. cyclosporine) which is one of the oldest medicines with many adverse side effects.
This research highlights the significance of working on the psychosocial issues of 
transplant recipients for an improved subjective QoL. Vulnerable demographic groups of RTRs
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can be identified who can be helped with psychological counseling to deal with their stressors 
and routine issues of coping.
The qualitative study identifies the extent of cultural influences on subjective QoL 
reflecting the significant role of religious beliefs and social norms among Pakistani society. For 
example, why females consistently report a lower QoL as confirmed by many studies implicating 
gender as a potential risk factor for poor QoL, can be seen in a cultural context in Pakistani 
society where issues of self esteem and being non-productive in terms of executing household 
chores point out the serious psychosocial perspective.
This study provides information about how most RTRs with a good kidney function and 
relatively similar physical health status can differ in QoL satisfaction, pointing towards the role 
of environmental, individual and psychological factors. This highlights the significance of 
considering these factors to be dealt with by the transplant team in collaboration with the family. 
Future researchers can study patients before transplant and follow them up irrespective of the 
success or otherwise of the transplant -  i.e. to overcome the constrained range/variability issue. 
Similarly, those with poor vs. good graft functioning can be compared for their consequent 
perceived QoL. These questions can be clarified by comparing ‘clinically depressed vs. non­
depressed’, ‘anxious vs. non-anxious, and healthy vs. those doing poorly after a kidney 
transplant. Moreover, a comparison of QoL satisfaction pre and post transplant and ‘current vs. 
aspired QoL’ can clarify the changes, discrepancies and transitions over time in the recipients’ 
perceived QoL.
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Ferrans and Powers 
QUALITY OF LIFE INDEX® 
KIDNEY TRANSPLANT VERSION - III
PART 1. For each of the following, please choose the answer that best describes how satisfied you are with 
that area of your life. Please mark your answer by circling the number. There are no right or wrong 
answers.
HOW SATISFIED ARE YOU WITH:
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1. Your health? 1 2 3 4 5 6
2. Your health care? 1 2 3 4 5 6
3. The amount of pain that you have? 1 2 3 4 5 6
4. Your transplanted kidney? 1 2 3 4 5 6
5. The amount of energy you have for everyday activities? 1 2 3 4 5 6
6. Your ability to take care of yourself without help? 1 2 3 4 5 6
7. The amount of control you have over your life? 1 2 3 4 5 6
8. Your chances of living as long as your would like? 1 2 3 4 5 6
9. Y our family’s health? 1 2 3 4 5 6
10. Y our children? 1 2 3 4 5 6
11. Your family’s happiness? 1 2 3 4 56
12. Your sex life? 1 2 3 4 5 6
13. Your spouse, lover, or partner? 1 2 3 4 5 6
14. Your friends? 1 2 3 4 5 6
15. The emotional support you get from your family? 1 2 3 4 5 6
(Please Go To Next Page)
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16. The emotional support you get from people other
than your family? 1 2 3 4 5 6
17. Your ability to take care of family responsibilities? 1 2 3 4 5 6
18. How useful you are to others? 1 2 3 4 5 6
19. The amount of worries in your life? 1 2 3 4 5 6
20. Your neighborhood? 1 2 3 4 5 6
21. Your home, apartment, or place where you live? 1 2 3 4 5 6
22. Y our j ob (if employed)? 1 2 3 4 5 6
23. Not having a job (if unemployed, retired, or disabled)? 1 2 3 4 5 6
24. Your education? 1 2 3 4 5 6
25. How well you can take care of your financial needs? 1 2 3 4 5 6
26. The things you do for fun? 1 2 3 4 5 6
27. Y our chances for a happy future? 1 2 3 4 5 6
28. Y our peace of mind? 1 2 3 4 5 6
29. Your faith in God? 1 2 3 4 5 6
30. Your achievement of personal goals? 1 2 3 4 5 6
31. Y our happiness in general? 1 2 3 4 5 6
32. Your life in general? 1 2 3 4 5 6
33. Y our personal appearance? 1 2 3 4 5 6
34. Yourself in general? 1 2 3 4 5 6
35. The changes in your life that you have had to make
because of your kidney transplant? 1 2 3 4 5 6
(Please Go To Next Page)
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PART 2. For each of the following, please choose the answer that best describes how important that area of 
your life is to you. Please mark your answer by circling the number. There are no right or wrong answers.
HOW IMPORTANT TO YOU IS:
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1. Your health? 1 2 3 4 5 6
2. Your health care? 1 2 3 4 5 6
3. Having no pain? 1 2 3 4 5 6
4. Having your transplanted kidney? 1 2 3 4 5 6
5. Having enough energy for everyday activities? 1 2 3 4 5 6
6. Taking care of yourself without help? 1 2 3 4 5 6
7. Having control over your life? 1 2 3 4 5 6
8. Living as long as you would like? 1 2 3 4 56
9. Your family’s health? 1 2 3 4 5 6
10. Your children? 1 2 3 4 5 6
11. Your family’s happiness? 1 2 3 4 56
12. Your sex life? 1 2 3 4 5 6
13. Your spouse, lover, or partner? 1 2 3 4 5 6
14. Your friends? 1 2 3 4 5 6
15. The emotional support you get from your family? 1 2 3 4 5 6
16. The emotional support you get from people other than 
your family? 1 2 3 4 5 6
17. Taking care of family responsibilities? 1 2 3 4 5 6
(Please Go To Next Page)
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18. Being useful to others? 1 2 3 4 5 6
19. Having no worries? 1 2 3 4 5 6
20. Your neighborhood? 1 2 3 4 5 6
21. Your home, apartment, or place where you live? 1 2 3 4 5 6
22. Your job (if employed)? 1 2 3 4 5 6
23. Having a job (if unemployed, retired, or disabled)? 1 2 3 4 5 6
24. Your education? 1 2 3 4 5 6
25. Being able to take care of your financial needs? 1 2 3 4 5 6
26. Doing things for fun? 1 2 3 4 5 6
27. Having a happy fiiture? 1 2 3 4 5 6
28. Peace of mind? 1 2 3 4 5 6
29. Y our faith in God? 1 2 3 4 5 6
30. Achieving your personal goals? 1 2 3 4 5 6
31. Your happiness in general? 1 2 3 4 5 6
32. Being satisfied with life? 1 2 3 4 5 6
33. Y our personal appearance? 1 2 3 4 5 6
34. Are you to yourself? 1 2 3 4 5 6
35. The changes in your life that you have had to make 
because of your kidney transplant? 1 2 3 4 5 6
Copyright 1984 & 1998 Carol Estwing Ferrans and Maijorie J. Powers (Do not use without permission).
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Appendix- B
The Revised Life Orientation Test (LOT-R)
Instructions:
Please be as honest and accurate as you can throughout. Try not to let your response to one 
statement influence your responses to other statements. There are no ‘correct’ or ‘incorrect’ 
answers. Answer according to your own feelings, rather than how you think ‘most people’ 
would answer. Using the scale below, write the appropriate number beside each statement.
0 = strongly disagree
1 = disagree
2 = neutral
3 = agree
4 = strongly agree
1) In uncertain times, I usually expect the best
2) It’s easy for me to relax
3) If something can go wrong for me it will
4) I’m always optimistic about my future
5) I enjoy my friends a lot
6) It’s important for me to keep busy
7) I hardly ever expect things to go my way
8) I don’t get upset too easily
9) I rarely count on good things happening to me
10) Overall, I expect more good things to happen to me than bad
All data from this questionnaire will be kept in the strictest confidence.
Name:
Contact details:
Appendix-C
Proforma for Medical Information of Renal transplant recipients
1. I.D______ 2. Age at onset:____ 4. Age at Tx
4. Duration of E.S.R.D:_________
5. Cause of E.S.R.D
6. Duration of dialysis: less than 3 months / 3-6 months / more than 6 months
7. Time since transplant:___________________
8. Type of renal transplant: Living donor/ Living Related (Tick One)
9. Donor Gender: Male / Female
12. Medication group:_________________________________
13. Renal Functions: Normal, high normal, above range.
14. B.P: Normal / High Normal / High
15. Weight: Normal / over weight
16. Cholesterol: Normal / High
Appendix- D
Demographic information Proforma for Renal transplant recipients
Instructions: Please fill in the required details, which will be kept strictly confidential & 
used only for research purposes.
1. I.D:____________________ (write initials only).
2. Age:_____________________
3. Gender: Male / Female
4. Marital Status: Please tick one
(Married, unmarried, separated, divorced, widow)
5. No. of Children:
6. Spouse:
7. Parents: Father Mother
8. Siblings:_________ Brothers______Sisters
9. Birth order_________
7. Education:
8. Occupation:
9. Religion:__
10. Language of origin:
12. Family system: Joint/ Nuclear (Tick one)
13. Family background: Rural / Urban (Tick one)
14. Monthly Family income in Rs:____________
15. No of Dependents:______________________
Appendix-E 
Side Effects Questionnaire
ID number 
Date
age. gender Referral I D
I am going to read you some common side effects that people experience after their kidney 
transplant. For each one, tell me if you have experienced it sometimes, often or never since 
your transplant (baseline)/in the last six months (6 and 12 months follow-up).
Heartburn/indigestion Sometimes Often Never
Stomachache Sometimes Often Never
Nausea Sometimes Often Never
Diarrhea Sometimes Often Never
Joint Pains Sometimes Often Never
Numbness or tingling sensations Sometimes Often Never
Weight gain or loss Yes No
Excessive unwanted hair growth Yes No
Hair loss/ coarsening Yes No
2. Have you been experiencing any of these problems for longer than 3 months? 
Yes No
3. How frequently do any of these problems interfere with eating or sleeping?
Sometimes Often Never
4. How frequently do any of these problems interfere with work or physical activity?
Sometimes Often Never
5. Do you sometimes take over-the-counter medications or self medication for these 
symptoms?
Yes No
6. Are you sometimes tempted to skip a dose, delay time between doses, or reduce the dose 
of any of your transplant medications because of any of these problems?
Yes No
7. Do you sometimes skip a dose, delayed time between doses, or reduced the dose of your 
transplant medications because of any of these problems?
Yes No
Appendix- F 
Conscientiousness Scale
I see myself as someone who......
1. Does a thorough j ob
2. Can be somewhat careless (reverse)
3. Is a reliable worker
4. Tends to be disorganized (reverse)
5. Tends to be lazy (reverse)
6. Perseveres until the task is finished
7. Does things efficiently
8. Makes plans and follows through with them
9. Is easily distracted (reverse)
The response scale is 1 = disagree strongly, 2 = disagree a little, 3 = neither agree nor 
disagree, 4 = agree a little, 5 = agree strongly.
It is scored by adding up the ratings (after reversing where indicated) and dividing by the 
number of items responded to (i.e., the mean rating). Previous studies have reported 
coefficient alphas ranging from .75-.90, and test-retest correlations of .70-.80 (John, 
Naumann, & Soto, 2008).
AppendiX“G 
Qualitative Interview
Q.l Do you think the transplant has influenced your life in any way? If yes, in what way?
Q.2 Do you feel that the transplant has been successful?
If yes, in what ways?
If no, why is that?
Q.3 How do you find your life before and after kidney transplant?
Is there a change in the way you felt immediately after the transplant and till now over 
a period of time?
Q.4 Compared to a normal healthy individual how do you perceive yourself?
Q.5 What are the challenges and difficulties that you have to face and cope with after the 
transplant?
UNIVERSITY OF
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U n i S
Appendix-H
Consent Form
• I agree to take part in the study on quality of life of kidney transplant recipients
• I have understood the information provided to me. I have been given a full explanation 
by the investigators of the nature, purpose, location and likely duration of the study, and of 
what I will be expected to do. I have been given the opportunity to ask questions on all 
aspects of the study and have understood the information I have been given.
I allow Ms Kamran to contact my doctor about my participation in the study, and I 
authorise my doctor to disclose details of my relevant medical or drug history, in 
confidence.
I agree that the information I provide to the investigators during this study (as described on 
the information sheet) may be used for this research project. I agree that my information 
may be shared with other researchers on the understanding that my name will not be linked 
to my information.
I understand that I am free to leave the study at any time for any reason and nothing bad 
will happen to me.
I confirm that I have read and understood the above and freely consent to participate in 
this study. I have been given sufficient time to make my decision.
Name of volunteer (BLOCK LETTERS)
Signed_______________________________  Date
Name of researcher/person taking consent_________
Signed______________________________________  Date
A ppendix-1
Participant Information Sheet 
Quality o f L ife among Renal Transplant Recipients
You are invited to take part in this research study because you are a kidney transplant recipient 
with healthy and normal functioning of the transplanted kidney. Before you decide whether or 
not take part, it is important for you to understand why the research is being done and what it 
will involve. Please take time to read the following information carefully.
I am a clinical psychologist and a PhD scholar at the Department of Psychology, University of 
Surrey UK, funded by the University of Punjab, Lahore, Pakistan. The results of the research 
will be used in my PhD thesis. The research has been reviewed and given a favorable ethical 
opinion by the Research Ethics Committee of the University of Surrey, U.K.
The purpose of the study
The purpose of this study is to understand factors that influence a person’s quality of life after 
their kidney transplant, which may help to identify problems and issues that can be improved 
as a result of this research. I am interested in how people’s quality of life may change over 
time after their transplant.
What you will be asked to do
You will be read or given a questionnaire to complete on three occasions. The 
questionnaire asks about how you have been doing since your transplant (e.g., your health, 
family, friends, work), your outlook on life, the effects of your medications, and some 
information about you such as age and occupation. The approximate time taken for a session / 
interview will be 30 -40 minutes. The first time you complete the questionnaire will be soon 
after agreeing to take part in the study. The second time will be about six months later, and the 
third time will be about a year from now. I will arrange for you to complete the questionnaire 
in the nephrologist’s office on a suitable date & time of your convenience. The study will be 
much more useful if you complete the questionnaire on all three occasions.
Your nephrologist will be told that you are in this study. With your consent, I will 
obtain relevant information from you medical records, including the medicines you are taking. 
This information will be kept strictly confidential and only disclosed to your doctor in case of 
extreme/ urgent need in your best interest.
What will happen to your answers to the questionnaire
A code number instead of your name will be used on your questionnaire and on 
information obtained from your medical records, and only this code number will be linked to 
your answers, which will be stored in a computer file. Only I and the university professor who 
is supervising my studies will look these computer files. In reporting the results of this study, I 
will combine the answers from all participants so it will not be possible to identify any 
particular individuaTs responses.
Your rights
You can choose not to answer a particular question on the questionnaire, and at any 
time you can decide to stop being in the study, without giving a reason. Nothing bad will 
happen to you as a result, and your medical treatment will not be affected in any way. Under 
the UK Data Protection Act you are entitled to ask to see what is recorded about you by 
applying to the Head of the Applied Psychology Department, University of the Punjab,
Lahore.
Complaints
If you have any complaints or concerns about the study, you may contact Professor Chris Fife- 
Schaw,
Your decision
It is up to you to decide whether or not to take part. If you do decide to take part you 
will be given this information sheet to keep and be asked to sign a consent form. Please ask 
me any questions you may have about participating. You may reach me by phone or email.
Thank you for taking time to read the information sheet
UNIVERSITY OF
SURREY
Ethics Committee
17 July 2009
Fatima Kamran
Psychology
FANS
Dear Fatima
A longitudinal study of health-related quality of life in renal transplant 
recipients - EC/2009/35/FAHS
On behalf of the  Ethics Committee, I am pleased to  confirm a favourable ethical 
opinion for the  above research on the  basis described in th e  submitted protocol and 
supporting documentation.
Date of confirmation of ethical opinion: 16 July 2009.
The list of documents reviewed and approved by the  Committee is as follows:-
Document h Date
Summary of the  project 16 July 09
Detailed protocol for the  project 16 July 09
Appendix 1 -  List of specialist support services 16 July 09
Participant information sheet 16 July 09
Consent form 16 July 09
Appendix A1 - Questionnaire 16 July 09
Appendix A2 -  Description of Scoring for the  Ferrans & Power QLI 16 July 09
Appendix A3 -  items for Subscales for the  QLI 16 July 09
Appendix B -  Beck Depression Inventory 16 July 09
Mood/depression questionnaire 16 July 09
Appendix C -  Life Orientation Test 16 July 09
Appendix D -  Proforma for Medical Information of Renal transplant 
recipients
16 July 09
Appendix E -  Demographic information Proforma for Renal transplant 
recipients
16 July 09
Appendix F -  predictors of Recovery Checklist 16 July 09
Appendix G -  Side Effects Questionnaire 16 July 09
Appendix H -  Conscientiousness Scale 16 July 09
Appendix 1 -  QLI 16 July 09
Standard letter 16 July 09
This opinion is given on the  understanding th a t  you will comply with the  
University's Ethical Guidelines for Teaching and Research, and with the  conditions 
set out as follows:
• To forward written formal hospital approval to the University of Surrey 
Ethics Committee before commencing research at individual sites.
I would be grateful if you would confirm, in writing, your acceptance of the  
conditions above.
If the  project includes distribution of a survey or questionnaire to  members of the  
University community, researchers are asked to  include a s ta tem ent advising th a t  
the  project has been reviewed by the University's Ethics Committee.
The Committee should be notified of any amendments to  th e  protocol, any adverse 
reactions suffered by research participants, and if the  study is term inated earlier 
than expected, with reasons. Please be advised th a t  the  Ethics Committee is able to  
audit research to  ensure th a t  researchers are abiding by the  University requirements 
and guidelines.
You are asked to  note th a t  a further submission to  the  Ethics Committee will be 
required in the  event th a t  the  study is not completed within five years of th e  above 
date.
Please inform me when th e  research has been completed.
Yours sincerely
UNIVERSITY OF
SURREY
Appendix- K
Date
The Head of Urology Department 
Mayo Hospital 
Lahore, Pakistan
Dear Dr.
Quality of Life in Renal Transplant Recipients 
Thank you for the opportunity to discuss my research with you.
I am a clinical psychologist and a PhD scholar at the Department of Psychology, University of 
Surrey UK, funded by the University of Punjab, Lahore, Pakistan. The results of this study 
will be used in my PhD thesis, which is being supervised by Professors Chris Fife-Schaw. The 
research has been given a favorable ethical opinion by the Research Ethics Committee of the 
University of Surrey, and the data will be subject to the UK Data Protection Act.
The purpose of this study is to understand factors that influence a person’s quality of life after 
their kidney transplant, which may help to identify problems and issues that can be improve 
the quality of life for recipients in the future. I am particularly interested in the factors that 
may lead to changes in people’s quality of life over time after their transplant.
Recipients who meet the inclusion criteria and sign an informed consent form agreeing to 
participate will respond to a questionnaire that asks about their quality of life, some personal 
characteristics related to coping with illness, their experience of medication side effects, and 
demographic information. They will be asked to complete this questionnaire at recruitment, 
and then 6 and 12 months later at their regular follow-up appointments. In addition, and with 
their permission, I will ask for information about their medical history pertaining to their 
transplant from their records.
Participants will be assured that they can withdraw from the study at any time without penalty. 
Their responses to the questionnaires will remain strictly confidential and will only be 
available to myself and my academic supervisors at the University of Surrey.
Thank you for considering this request. Please do not hesitate contact me if you have any 
questions or would like any further information about this study.
Yours sincerely.
îjuiniil
AY H O SPIT A L , L A H O R E , 1871
DEPARTMENT OF UROLOGY
& RENAL TRANSPLANTATION UNIT-1
King Edward Medical University 
Mayo Hospital Lahore.
Ms Fatima Kamran 
PhD Scholar
University o f Surrey, U.K
Re: Permission for Data Collection for Research on Health-Related Quality of
file of Renal Transplant Recipients in Pakistaîi j
We are pleased to confirm, that you are allowed to interview the renal transplant 
recipients, on regular OoUow ups at the Renal Clinic. Patients will be refeired to 
you after screening according to your research eligibility criterion. You will be 
allocated a separate office at the renal clinic to conduct the said assessments as 
mentioned in your protocol submitted to us. Please contact the medical staff on 
duly in case you need any assistance.
Wmhingyou all the best in your research pursuit.
Address for Correspondence; Department of urology, Mayo Hospital, Lahore-Pakistan 
Tel: 0092-042-7235621 Fax: 0092-042-7235621 
E-maiI:urology@wol.netpk
# CLINICAL LABORATORIESSpecialised In Tissue Typmg & Hormones89-C Jail Road, Near Mcdonalds, Lahore. Ph: 7551602
Ms Fatima Kamran 
PhD Scholar
Universiiy of Surrey, U.K
Re: Permission for Data Collection (hr Research oh Health-Related Quality of 
ftih o f Ren al Transplant Rednients in Pakistan
We aie pleased to eontirm that you are allowed to interview the renal fransplaht 
recipients, on regular follow ups at the Renal Clinic. Patients will he refèned to 
you after screening according to your research eligibility criterion. You will be 
allocated a sepai ate office at tîie renal clinic to conduct the said assessments as 
mentioned in your protocol submitted to us. Please contact the medical staffi on 
duty in case you need any assistance.
Wishing you all the best in your research pursuit.
CLINICAL LABORATORIES
Specialised In Tissue Typing & Hormones
89-C Jail Road, Near Mcdonalds, Lahore. Ph: 7551602
Ms Fatima Kanran 
M b  Scholar
University oi Surrey, U.K
Re: Permission for Data Collection for Research oh Health-Related OuaUtv of 
tilb of Rena! Transplant Recipients in Pakistan
We arc plGased to confirm that you are allowed to interview the renal transplant 
recipient^ on Ivgulai tbllpw ups at tiie Renal Clinic. Patients will he referred to 
you after screemng according to your research eligibdiiy criterion. You wA be 
allocated a separate office at the renal clinic to conduct the said assessments as 
mentioned in your protocol submitted to us. Please contact the medical staffi on 
duty in case you need any assistance.
Wishing you all the best in your research pursuit.
Appendix-N
Permission to use B.D.I II
Dear Ms. Kamran,
Since you have already qualified and purchased the BDI-II, permission to use the assessment 
is inherent (You purchased the right to use and administer the BDI-II for clinical or research 
use). No further permission is required.
In any research results published by you or your students the fact that you used the BDI-II 
should be noted along with the copyright citation contained in the BDI-II materials.
Finally, please note that no actual test items may appear in the body or appendices of any 
research project. You would be permitted to discuss your analysis, summary statistics and the 
results.
Appendix- O
Qualitative Interview 
Participant No: 25 (High Scorer)
Demographic Information
Case No: 25
Gender: Male
Age: 38
Birth order: 4th
Marital status: Married
Education: MBA
Occupation: Business
Post transplant time: 2 years
Cause of renal failure: B.P
Donor: living unrelated (Male)
Q.l Can you tell me you think the transplant has influenced your life?
Ans. I feel it has changed my life in every possible way. If I compare it with the time when I 
was on dialysis, I feel I have been given a second chance, a new life to live and enjoy because 
God loved me. If I compare it with the life when I was healthy, I mean before I had kidney 
failure, then definitely it is not as good because now I live with so many negative things like 
my appearance has changed, I have gained weight and lost my hair, my gums bleed, I am not
that energetic and sometimes feel low that why I had a kidney failure, and specially an 
uncertainty is there, about this transplant, you never know when it fails, every time I go for a 
doctor visit and have my tests done, I am so worried, you never know when the bad news 
might come. I have started valuing things and people in life but at the same time I have lost 
interest in many material things like fashion, jewellery, dresses, people’s lives, Im not at all 
interested in what others are doing and just focus on my life, my health, my family. I become 
too upset when I think what if my transplant fails??? Will I get another one? Dialysis is like a 
nightmare to me and I feel concerned about my children. I want to live and see my children 
grow up get married and do not want them to suffer without a mother. My wife and my 
parents , brothers and all my family are my biggest supports and if I am alive today it is 
because they made all these efforts to get a kidney for me and cared for me so that I recover. 
They have spent and are still spending money without even mentioning it to me. Transplant 
costs a lot of money and we are not very rich but thanks to Allah who made us afford this life 
saving procedure and even the monthly medicines are too expensive. But when I see myself 
doing things like other normal people I thank Allah and my family and also my doctor who 
was very able. I trusted Allah mainly as I had lost trust in doctors. (I asked him; why did you 
lose trust in doctors and he said)
Because they did not treat me well, they were not able to diagnose my illness at the right time 
or may be they are all a part of a mafia who delays and does not treat on time so that people
lose their kidney and they can have a chance to earn lots of money. But I thank my surgeon 
who was kind and is always comforting me unlike other typical doctors who are rude.
It has also changed my view about life, when my sister cries or becomes depressed on some 
material loss, I tell her that people lose their body organ like me, so she should be thankful 
that God forbid, she has not lost something so precious. I even think at times that what if I had 
cancer which has no cure, so I even thank Allah that at least my illness had a treatment and I 
could recover, so I have become more humble as compared to before I had kidney failure and 
now I value little things in life which seem very unimportant to other people.
Q.2 Do you feel that the transplant has been successful? In what ways? In what ways has it 
not been a success?
So far I think it has been 3 years and I find it to be successful, because I have not been very ill 
except for usual flu and headaches and once or twice I had food poisoning, I think successful 
means that it has saved my life and saved me from dialysis. Then yes it is successful. I am able 
to do almost everything that I used to do before my transplant except for that I get tired soon, 
but otherwise I am like a healthy person. So I think it is because of the transplant.
Q.3 How do you find your life before and after kidney transplant?
Ms A: If I compare my life with dialysis time period and now , then it is completely different,
I don’t have to live a restricted life, no painful procedure of dialysis, no physical problems like 
I had lost my appetite, could not sleep at all, no energy, bed ridden, no life in other words but
now I am back to normal life except that I have to remember to take my medicines on time 
and gradually it has become a part of my life, sometimes I do forget my dose and then feel so 
guilty and fearful about losing my transplant that I keep looking at the clock when it is my 
medicine time.
Q.4 How do you find your life now all these years after transplant?
b) Is there a change in the way you felt immediately after the transplant and till now over a
period of time?
Ms A: Yes, there are changes in the way I have felt about my health and also mentally. Just 
after the transplant when I got my appetite back, there was no nausea which was the most 
negative thing I had experienced during my illness, so I got my appetite back and this made 
me happy, I could sleep normally, I felt my energy level back, and I felt a new person with a 
happy mood. But gradually I started experiencing side effects of these medicines and started 
losing my hair which was quite upsetting, and when I asked the doctor he told me that it is 
because of the medicine and I had to take it as a part of transplant package so I adjusted to all 
the changes, like I became fat, I gained lot of weight and this made me feel quite unhappy, but 
even then I think this life is better than that of dialysis and of course it saved my life. After 
three years of transplant I feel more depressed as time is passing and worry how long will my 
kidney last, and also feel changes in sleep and specially the joint pains are a new source of 
tension, I did not have these initially but when I cant control these I have to live with it.
Q.5 Compared to a normal healthy individual how do you perceive yourself?
If I compare myself with a person without a transplant then of course I feel bad, because other 
normal healthy people are not supposed to take medicines so strictly, so they don’t have the 
side effects as well, they are not supposed to have regular visits to doctor and have blood tests 
done. They donot live with the fear of losing the kidney, they donot have to worry about flue 
and infections which I have to be extra careful about. So my life is comparatively difficult to a 
healthy person but better than those who are on dialysis.
Q.6 What are the challenges and difficulties that you have to face and cope with after the 
transplant?
Ans. I think I have told u about the difficult things and negative aspects of having a transplant. 
First is that I have to have money enough to afford doctor visits and my medicines which are 
too expensive, second thing is that I must accept the side effects as my hair loss, weight gain, 
joint pains etc as a part of this life and when I cant do anything much about this, I have to 
accept it the way things are in life. If I start thinking much about all these negative things then 
I get depressed so what I do is that I try to look more on the positive things instead of negative 
ones and live life as it comes. But at times when I recall how I lost kidney, and think that if I 
was treated on time, my kidneys could have been saved then I feel so angry and even cry at 
times (started crying). I think it was in my destiny so I had to have this, we can control our 
fate to some extent not fully. But I seriously hope and wish that people in my country rather
all over the world should know what and how organs fail because even today I don’t know 
what caused my kidney failure. The best part is that Thanks to Allah if at all something bad 
had to happen, it was something with a cure, like what could we do if it was a tumor or cancer. 
So whatever happens, just pray that the hard time passes and doesn’t stay.
Appendix-P 
Qualitative Interview 
Participant No: 66 (Low Scorer)
Demographic Information 
Case No: 66 
Age: 36
Gender: Female
Marital status: Separated
Education: Post Graduate
Employment: Educationist
Age at Transplant: 32
Post transplant time: 4 years
Duration of illness: Unknown
Cause of renal failure: Chronic Renal Failure
Q.l Can you tell me you think the transplant has influenced your life?
Ans. I think like any significant event in my life, it can be a milestone in my life because it 
made me prolong my life ...for., .well.. .no one really knows even otherwise as how long 
anyone would live. It helped me get up from the dialysis bed and start doing things as I used to 
do before my renal failure, but the whole process and experience of a transplant is like a 
nightmare to me, fi'om the beginning till now, I am never fi-ee of this fear that one day.. .1 will 
come to know that there is something wrong with my transplanted kidney. Actually all these 
years I have so used to hearing something negative about my health that now even when the
doctor says everything is normal or fine, I start getting anxious that how long my ears will 
hear this good news, after all it is a foreign organ and maximum it can work for 15 or at the 
most 20 years/. Will that be enough time for me to enjoy life and fulfill my duties? I am happy 
to get a transplant at least I did not die or depend on hemodialysis but the question that haunts 
me is that what did I do wrong that my kidneys failed. I keep asking the doctors about the 
cause of my kidney failure but no one comes up with a good answer to my question. The worst 
part is that doctors in our country don’t even consider the patient worth anything or even 
educated and think that they have no obligation to inform or guide the patient. We kept 
wasting our money from one doctor to another and getting my levels done from each doctor’s 
favourite laboratory that is the source of minting money for them. I feel science has 
progressed quite well and if our doctors are efficient (which they are not.. .at least most of 
them are just average students who get marks by unfair means) they can detect kidney failure 
at an early stage and treat it so that a person is saved from a transplant but since they earn a lot 
more money by a transplant so they are not bothered about diagnosing or treating it or 
reversing or till it reaches the last stage. I think if my high blood pressure was the cause of this 
kidney failure even then it is not something that I inherited, I got the stress from my 
environment and the society, there are so many tensions and one has so many responsibilities 
so it is but natural to be stressed out. Moreover we don’t have enough outlets, no recreation
except food since outings and sight seeing are so restricted due to the devastating situation in 
our country.
Q.2 Do you feel that the transplant has been successful? In what ways? In what ways has it 
not been a success?
Ans. It is a success no doubt because it helps one to live longer with a better health condition 
than on dialysis, but it has its own negative consequences. Just imagine how many side effects 
I have to experience just because I can’t survive without these medications. So there are 
difficult terms and one has to pay a price for this life that has been given as a bonus with a life 
long crutch of medications. I live with this fear, my family is living with this fear and we all 
cant breathe peacefully ever again because we never know when and how my transplanted 
kidney might stop working. I wonder why all this happened to me. I cant highlight more ways 
it has benefited me because I am more upset with what it has taken away fi-om me.
Q.3 How do you find your life before and after kidney transplant?
Ans. Before the transplant, I was dependent on dialysis and now I am dependent on 
medicines. Before transplant, I was hoping to get better and now I am praying all the time to 
stay better. So thenature of anxieties has changed but the worries are still there. It is true I am 
now more free to eat and drink, sleep better and work with improved energy level compared to 
when I was on dialysis, but for how long??? It doesn’t mean I am not thankful to God, I am
quite thankful to God for making me healthy from that worst condition but I pry and hope that 
Allah make this stable too, some way or the other, I need to come out of this dreadful mental 
condition that there is a bomb ticking inside me and can blast anytime.
b) Is there a change in the way you felt immediately after the transplant and till now over a 
period of time?
Ans. Just after the transplant, I was baffled, wondering as if I am bom again since I was taken 
care of as a new bom, not allowed to meet everyone, stayed in my bed, in my room with 
minimum contact with the outer world, but I felt much better since I could eat, drink, rest and 
sleep comfortably which I couldn’t all those years after my kkidneys failed. And now, after 
these years passed, and I become tired soon, I feel fatigued, have to take cholesterol medicines 
to keep it controlled which is also a side effect of my medication otherwise I don’t eat oily or 
fatty foods. I am paying the price for what I have not done, I am losing bone calcium because 
of neural, even it is damaging my kidney isn’t this a paradox? The medicine that we take to 
make the kidney accepted by our bodies , the same medicine is hurting and is harmful for the 
kidney??? I wonder when science will find out a solution to all these problem? May be when I 
am nor more! These medicines have made me gain so much of weight and it has affected my 
married life so badly. My husband always loved my fit and in-shape figure and even though he 
doesn’t say it verbally but I can feel the change in his attitude towards me due to my obesity
and now it is very seldom that he would feel a need for physical intimacy.. .this makes me feel 
so insecure and I dread if he starts taking interest in other women. My husband has lost 
interest in me due to my de-shaped body, the extra kilos that are due to medication side effects 
and he does not feel like having sex as he used to before my illness.. .this is so depressing and 
I feel so low, wondering if physical attraction is the only thing that this relationship was based 
on. Am I responsible for my kidney failure? Then why am I suffering? I have to live this life 
of a transplanted patient just because they (doctors) did not know their job, they get marks and 
pass using unfair means, and we are at their mercy to be killed or live like this.
Q. But aren’t you able to manage things at your own after the transplant?
Ans. How can I do all the things that a normal woman is expected to do? I am separated 
because my husband doesn’t find me fit enough to be a normal wife.. .Can I live a normal 
married life? I can’t...so how can I cope normally...1 can’t even pursue the career or studies 
of my choice with this health.
Q.4 Compared to a normal healthy individual how do you perceive yourself?
Ans. What is this questions? How can I compare myself to a healthy individual?? A healthy 
individual is healthy and I am not, it is as simple as that. There can simply be no comparison 
between a healthy and transplanted individual what do healthy people know about losing 
health? Nothing, they take everything for granted and I have seen people complainng about 
ordinary headaches and flu.. .what do they know how it feels to lose one’s own body organ
and an important body organ without which there is no survival, it is not an ingrown nail that 
can be removed and that’s all. I don’t and I cant compare yself to a healthy person since I have 
my serious health issues that have changed my life al together and they can never imagine all 
what I go through.
Q.5 What are the challenges and difficulties that you have to face and cope with after the 
transplant?
Ans. I think I have already answered all what I have to go through every day. The biggest 
challenge is to take care of the transplanted kidney in which except for taking medicines 
regularly and going for routine check-ups, there is not much I can do. Things going inside my 
body or in my kidney function are beyond my control. I can’t do more than just hoping for the 
best and doing what is in my capacity. Well then may be this is what life is all about!
I have to be careful about catching viral infections, now you know how things are in Pakistan, 
almost every other person has flu in winters and how can I save myself? People are sneezing 
everywhere so it is practically impossible to escape viral infections. Another paradox is that 
although the doctors tell me that I can eat anything and everything, but can I really do that? 
Noll No way, iff  eat what I want to eat, then I would gain weight and that is again something 
that can be problematic for my transplant. So in reality, I have to live a very fragile and 
cautious life. I am not really clear about how to avoid stress? I am told to avoid taking stress
but my question is how? When things happen in one’s life that is distressing, how can we run 
from them? We can’t we have to stay in there and face so it is something not practically 
possible. My life has changed totally just because of this transplant. Today I am at my own, 
my husband got separated from me because now he feels that I am worthless ...of no use to 
him. I seem more of a burden to him since I have to afford these expensive medications for the 
rest of my life. I have become so unattractive at such an early stage of my life just because I 
have to take these poisonous medicines,...which are damaging my appearance...but I have no 
choice and have to continue taking these as long as I live...do you think I can get a good life 
partner with this physical appearance.. .what can I do??? Nothing.. .but just give in to my 
destiny...’’ This makes me feel different...I don’t feel I am the same person anymore, who 
was considered so important in every big family decision and valued as I used to exert and do 
so much which I can’t do now ,....such as.. .ironing clothes for the whole family, cooking all 
meals, and other household chores... .1 get tired, my blood pressure rises.. .and I get the 
negative vibes from people around me....making me feel that I am not as useful and wanted as 
I used to be before my transplant.
